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MASCULINITY AND MEN’S PREFERENCES FOR THERAPIST GENDER

DEAN MALEC
ABSTRACT
Attending to clients’ therapy preferences is a component of evidence-based practice in

psychology. Regarding therapist characteristics, clients most often express preference for
therapist gender. More specifically, men and women tend to express preference for a
woman therapist for emotional concerns. Evidence-based models for attending to clients’

preferences recommend understanding the nature of their preferences. There is little
empirical data, however, on what informs clients’ gender preferences, and most is from
women participants. Thus, there is a particular need to better understand the nature of

men’s preferences for therapist gender, especially as men under-utilize and drop out of
therapy at greater rates than women. Men’s gender role socialization—particularly
traditional masculinity ideology, masculine norm conformity and gender role conflict —
often predicts men’s therapy-related behavior. Given that these constructs involve

restrictive emotionality and restrictive affection between other men, this study examined

whether men’s adherence to them predicted the likelihood of expressing a preference for

a woman therapist for an emotional concern. Participants also provided brief responses
explaining the nature of their preference. From a non-clinical sample of 168 adults who
identify as men, logistic regression results supported that one factor of gender role
conflict predicted greater likelihood of preference for a woman therapist for an emotional

concern, while one factor of traditional masculinity ideology predicted greater likelihood

of preference for a man therapist. Participants’ qualitative responses were coded and
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reviewed. Implications for research and practice to optimize therapist assignment and to

engage and retain men in therapy are discussed.
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CHAPTER I

INTRODUCTION
In 2006, the American Psychological Association Presidential Task Force on

Evidence-Based Practice defined evidence-based practice in psychology (EBPP) as “the

integration of the best available research with clinical expertise in the context of patient
characteristics, culture and preferences” (APA, 2006). This study will focus on the final

component of EBPP, client preferences, which can be defined as the “behaviors or
attributes of the therapist or therapy that clients value or desire” (Arnkoff, Glass &

Shapiro, 2002).

Therapy preferences
Within the context of therapy, clients’ preferences generally fall within three

categories: role preferences, which pertain to interpersonal style between client and
therapist (e.g., preferring a relationship where the therapist is directive rather than

supportive), treatment preferences, which pertain to the specific therapy components

themselves (e.g., preferring psychodynamic over cognitive-behavioral therapy) and
therapist preferences, which pertain to therapist identity (e.g., preferring a woman over a

man therapist) (Arnkoff et al., 2002). Preferences can be informed by clients’
expectations of the therapy experience (Grantham & Gordon, 1986). For example, an
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older client may express preference for an older therapist due to their expectation that this
therapist will have a greater subjective understanding of the client’s lived experience, and

thus be better able to help them. Expectations generally fall in two categories: role
expectations, which pertain to the anticipated interpersonal roles between therapist and

client, and outcome expectations, which pertain to the anticipated outcome of the therapy

experience (Arnkoff et al., 2002). Preferences are complicated constructs, shown to be
sensitive to individuals’ subjective interpretation of their environment. For example, a

single therapist trait can be strongly preferred by one client but disliked by another
(Maluccio, 1979). The same therapist trait can be understood and defined differently by

different clients (Hollander-Goldfein, 1979). Some evidence also suggests that
preferences can be responsive to pre-therapy shaping procedures, such as watching a

video of an effective therapy session, and can change as therapy progresses (Duckro,
Beal & George, 1978).

Preferences and therapy outcome
Though clients’ preferences may naturally seem like good information for

therapists to consider, it’s important to know empirically whether doing so leads to better
therapy outcomes. The answer is a consistent “yes”. A meta-analysis of 26 clinical

studies on treatment preferences indicated that clients who received their preferred
therapy showed improved outcomes and reduced drop-out compared to those who did not
receive a preferred therapy (Swift & Callahan, 2009). A follow-up meta-analysis

extended these findings to include both role and therapist preferences, indicating that no
one preference was more or less important to predicting improved outcome (Swift,

Callahan & Vollmer, 2011). These results have held with participants diverse in age,
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gender, race/ethnicity, marital status and education level (Swift, Callahan, Ivanovic &
Kominiak, 2013).

Preferences for therapist characteristics

What, then, are clients’ typical preferences within the context of therapy? The
answer to this appears to be context-dependent. When individuals are presented with

detailed information about potential therapists, along multiple personal and professional
dimensions, or are allowed to interview various therapists before choosing, they appear to

express strongest preference for therapist professional qualifications and competence
(Alexander, Barber, Crits-Cristoph & Auerback, 1993; Braaten, Otto & Handelsman,

1993; Eells, Fuqua & Boswell, 1999). However, when presented with less detailed
information about available therapists, individuals tend to express strongest preference
for therapist personal characteristics (Braaten et al., 1993). Unfortunately, there is

virtually no empirical data on common intake or therapist assignment practices to
determine the extent to which clients are presented with therapist information prior to

assignment (Meyer & Melchert, 2011). However, there is additional evidence that

suggests that individuals prioritize common therapist variables, such as empathy and

understanding, to the extent that they prefer treatments based around these qualities rather
than specific therapy ingredients and would select interventions with lower empirical
support if it meant they could guarantee these qualities in their therapist (Swan &
Heesacker, 2013; Swift & Callahan, 2010). There is some evidence to suggest, too, that

the extent to which individuals rate the importance of therapist personal characteristics

under-predicts their subsequent selection of therapist along these characteristics,
suggesting this may be an even more important consideration to clients than we may get
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from their report (Turner & Manthei, 1986). Additionally, therapists account for six-to-

nine percent of variance in therapy outcomes (Wampold & Imel, 2015). Because of this

collective information, preference for therapist personal characteristics appears to be a
particularly relevant construct for mental health clients and for mental health providers to

understand to improve therapy outcomes.

Preference for therapist gender

What, then, are the therapist characteristics for which clients tend to express
preferences? Based on a large-scale review of archival data, the most frequently-reported
therapist preference appears to be for therapist gender (Speight & Vera, 2005).
Definitions

Within the literature on clients’ preferences, both the terms “sex” and “gender”

have been used when describing clients’ preferences for men or women therapists. Sex

generally refers to the biological differences that classify an individual as male or female
(Pichevin & Hurtig, 2007). Gender generally refers to the non-biological qualities that
are culturally regarded as appropriate for males and females and are developed and
maintained through socialization (Unger, 1979). Throughout much psychological

research, however, including that on clients’ preferences, the terms have been used
interchangeably (Zurbriggen & Sherman, 2007). The extent to which clients’ preferences
for their therapists are based on the therapist’s biological sex classification as compared
to the therapist’s gender identity is unclear and has not been thoroughly studied, as will

be reviewed in the following chapter. While this distinction is worthy of further
exploration, it is beyond the scope of the current study. As a result, to best match much

of the contemporary literature and discourse, the term “gender” will be used in reference
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to clients’ preferences for men or women therapists, except in cases where the word
“sex” is part of an existing construct (e.g., sex role). Additionally, prior research has

generally been conducted from a binary model of sex and gender, dividing individuals
into men and women and generalizing findings from those participants to make
inferences about individuals of that gender at large (Hyde, Bigler, Joel, Tate & van
Anders, 2018). In this way, existing scholarship has paid little attention both to
variability in gender norm adherence/expression that exists within people that identify as

men and women, as well as individuals who identify outside of the gender binary. While
there is a need to better understand individuals’ gender-related therapy experiences from

a non-binary perspective on multiple levels, this study will specifically consider men’s
experiences in therapy as a function of their diverse adherence to gender role-related

constructs.

Findings

There is a sizeable body of scholarship on clients’ preference for therapist gender,
beginning roughly in the mid-1950s. These studies have mostly sought to predict the

presence of clients’ preferences for therapist gender among different populations, with
some mixed results; however, there do appear to be a few over-arching patterns. One is
that the majority of clients, when prompted, do not generally indicate a preference for

therapist gender (Speight & Vera, 2005). However, as previously stated, there is some
evidence to suggest that clients may under-report this variable (Turner & Manthei, 1986).

Another is that women tend to express a gender preference more frequently than men. In
most contemporary samples, approximately 40% of women participants may express a
gender preference, as compared to 20-30% of men (Liddon, Kingerlee & Barry, 2018;
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Pikus & Heavey, 1996; Speight & Vera, 2005; Stamler, Christiansen, Staley & MacagnoShang, 1991; Turchik et al., 2013). There is also evidence to suggest that preferences can
vary according to presenting concern. While individuals tend to express little preference

for therapist gender when presenting with a work-related concern, men and women tend
to express preference for a woman therapist for presenting concerns defined as “personal”

or “emotional” and a same-gender therapist for sex-specific concerns (e.g., erectile

dysfunction for men or abortion for women) (Landes, Burton, King & Sullivan, 2013;
Liddon et al., 2018; Pikus & Heavey, 1996; Speight & Vera, 2005; Stamler et al., 1991;

Turchik et al., 2013; Wylie & Glover, 1999). Additionally, in more relatively recent
samples, strength of preference for a woman therapist for emotional concerns was

stronger in racial minority participants than White participants (Fuertes & Gelso, 1998;

Speight & Vera, 2005). Studies in which participants express preference for a man
therapist are generally from decades past, when there were a minority of women

therapists and a greater explicit presence of societal gender stereotypes, indicating men as
more competent in the professional realm (Boulware & Holmes, 1970; Koile & Bird,

1956; Walker & Stake, 1978).
In addition to the existence of gender preferences, there is also the matter of why

clients hold such preferences. As compared to the above body of research, however,
there are only a handful of empirical studies that have investigated the nature of people’s
therapist gender preferences (Boulware & Holmes, 1970; Pikus & Heavey, 1996; Yanico
& Hardin, 1985; Turchik et al., 2013). In the earliest study to investigate the nature of

gender preferences, researchers considered the role of expectancies about therapist
qualities (Boulware & Holmes, 1970). In this study, the therapist who received the
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highest preference ratings from participants was also highest rated in the expectancies of
understanding the presenting problem, possessing professional expertise in the concern,

capability of handling their own problems, and that participant and therapist would

mutually “like” one another (Boulware & Holmes, 1970). A follow-up study found that
participants’ gender preferences were more closely correlated with expectancies of

therapist understanding than knowledgeability, though the exact definition of

“understanding” was left unclear (Yanico & Hardin, 1985). A later study assessed
clients’ reasons for their gender preferences qualitatively, with researchers highlighting

how the reasons divided among client and therapist gender (Pikus & Heavey, 1996).
Women who expressed same-gender preference stated primary reasons as anticipated

comfort and therapist experiential understanding, with less-frequent reasons as
anticipated characteristics (e.g., “warmth”), bad experience with a man therapist and
wanting to work through difficulties with women. The minority of women who

expressed other-gender preference cited that they wanted a different perspective or to
work through difficulties with men. Men who expressed other-gender preference also

primarily cited anticipated comfort, with their less-frequent reasons being the same as
women’s less-frequent reasons. The minority of men who expressed same-gender

preference anticipated better experiential understanding and comfort or wanting to work

through difficulties with men (Pikus & Heavey, 1996). The final study to explore the

nature of gender preferences more recently was with a small sample of men who had
experienced military sexual trauma (MST) (Turchik et al., 2013). Authors provided
exemplars of participant responses. The majority of men, who preferred a woman
therapist, anticipated discomfort talking to a man and anticipated positive characteristics
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of a woman (e.g., compassion). The minority of men who preferred a man therapist
anticipated better experiential understanding and discomfort being emotional with a

woman.
Across studies, the anticipation of comfort/discomfort, experiential understanding
and interpersonal characteristics appeared to be recurring reports from participants.
However, these findings must be considered with some degree of caution given the small

number of studies. Also of note, none of the aforementioned studies explored
expectancies or reasons for those participants who did not endorse a gender preference.

Therapist and client sex/gender role
Beyond considering individuals’ gender as a unidimensional construct,

researchers have also considered the way in which clients’ and therapists’ adherence to

gender roles (or sex roles, as termed by Sandra Bem) may help us understand preferences
for therapist gender. A gender role refers to the prescribed personality characteristics and

behaviors that are considered normative or culturally appropriate for a given sex (Smiler
& Epstein, 2010). For men, this cluster of characteristics and expectations are referred to

as masculinity and, for women, femininity (Unger, 1979). A leading social psychologist

in sex and gender identity, Sandra Bem, developed a sex role typology in the 1970s that
conceptualized masculinity and femininity as distinct constructs, rather than polar ends of
the same spectrum (Bem, 1981). As a result, various elements and degrees of
masculinity and femininity can exist in both men and women. Individuals high in both

qualities are classed as androgynous and those with low amounts of both are termed
undifferentiated (Bem, 1981). In the late 1970s through the early 1990s, several studies

considered clients’ gender preferences according to therapists’ sex role rather than gender
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alone. These studies fairly consistently found that, when differentiated through research
design, client and therapist sex role was a better predictor of clients’ gender preferences

than therapist gender (Blier, Atkinson & Geer, 1987; Highlen & Russell, 1980; Johnson,

1978).

Methodological critiques
These prior studies were very important in ostensibly demonstrating that clients’

gender preferences may be better understood within the context of clients’ and therapists’
gender role than client and therapist gender itself. However, clients’ preferences

themselves varied widely among studies- with some samples expressing preference for
feminine therapists and androgynous therapists, regardless of therapist sex, and others

expressing preference for masculine counselors, regardless of sex (Feldstein, 1979;
Feldstein, 1982; Highlen & Russell, 1980; McKinnon, 1990). These differences occurred

within and across clinical and non-clinical populations. Unfortunately, while these

studies were novel, important additions to gender preference literature, they appear to
contain various methodological concerns that call their results into question. Most
centrally, the psychometric strength of the Bem Sex Role Inventory (BSRI) has been

strongly questioned by subsequent investigations that failed to replicate its original factor
structure with various samples, with particular doubt cast toward the measure’s
applicability to contemporary audiences’ perceptions of gender roles (Ballard-Reisch &

Elton, 1992; Holt & Ellis, 1998; Smiler & Epstein, 2010). The studies on gender role
preference also often used vague or poorly-defined presenting concerns for which

participants were asked to express their preferences, compromising the applicability of

findings. Finally, the studies lack a fair degree of external validity as, in order to isolate
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the gender role variable, participants were generally asked to rate their preferences after
reading detailed descriptions, or viewing mock sessions, of therapists that varied by

gender role. As previously stated, in intake situations, clients generally are not presented
with this kind of information with which to base their stated preferences.

Gaps in the literature
Therefore, we seem to have a moderate understanding of the existence of clients’
preferences for therapist gender in some contexts. However, there have been notably

fewer studies about the nature of these preferences. Understanding the factors that

inform clients’ preferences is crucial to being able to optimally attend to them. Evidence
based models for navigating treatment choices with clients do not advocate for simply
meeting clients’ preferences at face value (Tompkins, Swift & Callahan, 2013; Van

Audenhove & Vertommen, 2000). Instead, such models advocate for detailed assessment

of clients’ preferences from their perspective, providing psychoeducation to the client on
all available options, processing any disparities therein, and supporting the client’s

freedom to then make their informed decision (Van Audenhove & Vertommen, 2000).
The information that we do have on client preferences is limited in ways, too.
Most of the studies are at least twenty years old and the research samples contained a

majority of women participants (Boulware & Holmes, 1970; Pikus & Heavey, 1996;
Yanico & Hardin, 1985). The more recent study did focus on men, but consisted of a
small sample (20 participants) presenting with an important, but highly-specific,

presenting concern, limiting the findings’ generalizability to more common therapy
situations (Turchik et al., 2013). As another cue, given that participants’ anticipation of
therapist experiential understanding was a relatively consistent variable in gender
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preferences, the findings may skew more toward explaining women’s preferences for
women therapists than men’s preferences for women therapists.

We also have a body of research that seems to suggest that aspects of gender role

conformity of both the client and therapist may play a role in explaining gender
preferences beyond the binary construct of gender itself. However, this scholarship is

grounded in a conceptual model of gender conformity whose validity has since been

questioned.
Given the robust findings that men are less-frequent utilizers of mental healthcare

than women despite comparable levels of psychological distress (Addis & Mahalik,

2003), it is imperative that we have a better understanding of the nature of men’s therapy
preferences, particularly for therapist gender - within the context of a contemporary,

validated gender socialization model - to improve our ability to engage and retain men as

therapy clients. At present, there are no empirical, quantitative studies on the factors that

specifically predict men’s preferences for therapist gender with an all-men sample. This

study seeks to fill that gap.
Men’s gender role socialization
Given previous findings on the importance of gender roles in the context of
clients’ preferences for therapist gender, it is important that we consider men’s gender

roles within this context. Gender roles are generally determined by the prevailing gender
ideology of how individuals ought to behave as a product of their biological sex (Levant,

1996). Much of the scholarship on men’s gender roles from the past few decades has

conceptualized men’s experiences through the gender role strain paradigm (O’Neil,

2015). This stands in contrast to the scholarship in the decades that preceded, which was

11

largely based on a gender role identity paradigm, such as Bem’s sex role research (Pleck,

1981). The gender role identity paradigm theorizes that everyone has an inner

psychological need to have a gender role identity and that optimal personality

development is achieved when an individual forms an identity congruent with their

gender role (Thompson & Pleck, 1995). This paradigm also views gender roles as
essentialist, or rooted in biological differences between men and women, and generally

invariant across time and culture (Levant, 1996). In contrast, according to the gender role
strain paradigm for men, rather than being an essentialist phenomenon, masculinity is a

social construction that is developed and maintained, largely to uphold existing gender

based power structures, through an intricate social process that varies according to
cultural context (O’Neil, 2015). In this process, expectations are generally imposed on

young boys by individuals who subscribe to the prevailing gender ideology, such as

parents, teachers and peers (Pleck, 1995). As a result, as men develop, they are exposed
to many cues where they are taught, explicitly or implicitly, how to behave, and also
receive varying intra- and interpersonal reinforcement and punishment for adhering to
these roles as they develop. The degree to which an individual man constructs and

adheres to different aspects of his gender role, then, is dependent on a complex,

interactional network of individual and environmental characteristics (Levant, 1996).
Given the prevailing gender ideology for men, and that masculinity theoretically exists in

part to uphold gender-based power structures, men are socialized to value self-reliance,
toughness, competitiveness and emotional control (Addis & Mahalik, 2003; Levant &
Richmond, 2007). These expectations, however, can frequently be contradictory or
confusing and the ensuing gender role strain can manifest in negative psychological
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consequences for men in situations where it is harmful to either adhere to, or deviate

from, different aspects of masculinity (O’Neil, 2008). In order to operationalize men’s

experience of this gender role socialization, researchers within the psychology of men
have defined three distinct constructs that capture related, but distinct, elements of this

socialization - traditional masculinity ideology, masculine norm conformity and gender
role conflict.
Traditional masculinity ideology
Traditional masculinity ideology refers to the culturally-defined standards of

men’s behavior and men’s internalized beliefs of the importance of these standards
(Levant, 1996). In other words, traditional masculinity ideology describes how men

“ought” to think, feel and present themselves in the world. Empirical investigations have

deduced that, primarily among White men in the Western world, traditional masculinity
ideology tends to value the avoidance of femininity, emotional restriction, toughness and

aggression, self-reliance, status, objectification of women and homophobia (Levant,
1996). However, as masculinity ideology is ultimately unique to cultural context, there is

not a universal set of values for all men (Addis & Mahalik, 2003). Greater endorsement

of the beliefs and values inherent in traditional masculinity ideology has shown to be

correlated with higher levels of multiple different physical and mental health problems in
men (Courtenay, 2000).

Masculine norm conformity

Masculine norm conformity refers to the extent that a man actually conforms

behaviorally, cognitive and affectively to the expectations defined by the prevailing
gender ideology (Mahalik et al., 2003). Leading measures of norm conformity have
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identified distinct dimensions of masculinity ideology in which men may vary in their

conformity: emotional control, social dominance, risk-taking, violence, self-reliance,
physical toughness, dominance over women, sexual prowess, primacy of work, and
homophobia and heterosexual self-presentation (Parent & Moradi, 2011). Conformity to

masculine norms has shown to be related to various social advantages and disadvantages

for men. Men who display greater levels of conformity tend to receive greater
reinforcement from their environments at large, while also exhibiting higher levels of

physical and mental health concerns, with poor attitudes toward seeking help for these

concerns (Graef, Tokar & Kaut, 2010).
Gender role conflict

Masculine gender role conflict refers to the aforementioned state of distress a man
experiences when socialized gender roles have negative consequences for them and those

in their environment (O’Neil, 2008). Depending on the context, gender role conflict
constitutes the negative consequences that can occur when men conform to, or deviate

from, the gender norms as defined by prevailing masculinity ideology (O’Neil, 2013).

Men often face this distress at different junctures, including at gender role transitions
(e.g., puberty, fatherhood), and may experience this distress interpersonally or intrapersonally (O’Neil, 2008). Gender role conflict is conceptualized as occurring within

men along four levels: the behavioral, cognitive, affective and unconscious levels

(O’Neil, 2008). Empirical data has demonstrated that the contextual domains in which
men traditionally face this conflict between gender roles and their decision-making are
competition, power and success, affectionate behavior with other men, displays of
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emotionality, and relationships between work and family (O’Neil, Helms, Gable, David

& Wrightsman, 1986).

Men’s gender role socialization and therapy
All of these aspects of male gender role socialization also consistently correlate

with various therapy-related variables in men, such as more negative attitudes toward or

less willingness to seek therapy and higher levels of stigma (Graef et al., 2010). In one
particular example, men with higher levels of masculine norm conformity appear to have
greater preference for common therapy factors such as relationship and insight, as

opposed to psychoeducation (Owen, Wong & Rodolfa, 2010). However, these
masculinity variables have never been examined within the context of men’s preferences

for therapist gender, yet given their nature, may provide some explanatory power for this
phenomenon. Dimensions in all three constructs pertain to the importance of appearing

strong and restricting affectionate behavior with, or emotional expression to, other men,

including elements of homophobia. This anticipated discomfort or shame at being
emotionally vulnerable with another man may provide some basis for men’s preferences
for women therapists, despite a man’s ability to theoretically better understand their
subjective experience (Graef et al., 2010). This seems particularly relevant given the

presence of anticipated comfort/discomfort in men’s reports about their gender
preferences in such studies (Pikus & Heavey, 1996; Turchik et al., 2013). Given this

theoretical connection, it follows logically that the relevant domains of these three
masculinity variables may associate significantly with the probability of men expressing

a preference for a woman therapist for emotional concerns; however, this relationship
must be empirically tested.
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Purpose of the study
This study seeks to fill that gap by investigating the significance of traditional
masculinity ideology, masculine norm conformity and gender role conflict in predicting

the probability of men’s preferences for therapist gender for emotional concerns, for

which men have historically shown a sizable degree of preference for a women therapist.
Specifically, this study will consider the factors of Avoidance of Femininity, Negativity
toward Sexual Minorities, and Restrictive Emotionality in traditional masculinity

ideology, Emotional Control and Heterosexual Self-Presentation in masculine norm

conformity and Restrictive Emotionality and Restrictive Affectionate Behavior Between

Men in gender role conflict as predictor variables. These factors will be reviewed in
more detail in the next two chapters. This study will also provide brief, qualitative data

on the nature of men’s preferences to further contextualize any quantitative findings and
capture important nuances in men’s subjective processes when making therapy-related

decisions. The primary hypotheses of this study are that there will be a significant,
positive relationship between participants’ endorsement of each aforementioned factor of
masculinity and the probability that they will express preference for a woman therapist

for an emotional concern.
This study is designed to provide information that will assist mental health

providers in conducting full, nuanced assessment of men’s preferences for therapist

gender within the context of their adherence to various aspects of masculinity. By
understanding the role that various elements of masculinity play, in abbreviated intake

situations, therapists may be able to better anticipate individual men’s preferences for
therapist gender and optimize their therapist assignment. In more detailed intake
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sessions, therapists will be able to engage men in a more informed dialogue about their
subjective experience of masculinity and their preferences for therapist gender, along

with negotiating optimal therapist assignment based on that dialogue. Through this
process, men may feel more validated, empowered and engaged in their therapy from the

beginning and increase their retention and satisfaction.

Significance of the Study
This study will be the first to investigate preferences for therapist gender in a

sample comprised exclusively of individuals who identify as men. This study will also
be the first to consider the role that dimensions of masculinity play in predicting the
probability of men’s preferences for therapist gender. Finally, this study will add to the

very limited qualitative data on record to better understand how men decide their

preferences for therapist gender. Only one other qualitative study with men on their

gender preferences exists, conducted with a specific population presenting with a specific

concern (military veterans who experienced military sexual trauma). This study will add
to those findings for a broader cross-section of men coming to therapy for more common

concerns. Adding to the empirical literature on men’s therapy preferences and
understanding ways to effectively engage men in therapy is crucial given the ways in

which men typically underutilize and drop out of therapy prematurely.
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CHAPTER II

LITERATURE REVIEW

The following chapter will provide more detailed reviews of the theoretical and
empirical literature on therapy preferences, preferences for therapist gender, the construct

of gender, sex/gender roles, men’s gender role socialization and how this socialization
interfaces with therapy. The review will synthesize findings across studies, offer relevant

critiques, illuminate gaps in the literature and present the importance of examining the

relationship between masculinity and men’s preferences for therapist gender. The review
will begin with a look into the nature of clients’ preferences in therapy.

Therapy preferences
The body of theoretical literature on therapy preferences is marked with some

disagreement on the definition of the construct. Some scholars define preferences as the
actual choices that clients make in therapy, which are informed by cognitive and affective
judgments (Grantham & Gordon, 1986). However, other scholars argue that preferences

refer more to the cognitive and affective evaluations themselves and that clients’ choices
may be more representative of negotiations between preferences and other demands (e.g.,

cost, accessibility) (Cheatham & Patrick, 1987). There is not a scholarly consensus on a
singular definition of preferences, though contemporary literature appears to contain
elements of both positive valuation toward and choice of a given therapy attribute
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(Arnkoff, Glass & Shapiro, 2002). Scholars have also theorized that the affect and

cognition accompanying preferences can be influenced by (a) individual dispositions, (b)

sociocultural characteristics and (c) sociohistorical experiences (Cheatham & Patrick,
1987; Grantham & Gordon, 1986).
In a review of 76 clinical studies that considered clients’ preference in therapy

process, researchers identified 3 primary preference types: (1) role preferences, which
pertain to the manner of therapist-client interpersonal behavior, (2) treatment preferences

(e.g., CBT vs. pharmacotherapy), and (3) therapist preferences, which pertain to therapist

identity characteristics (e.g., gender, race) (Glass, Arnkoff & Shapiro, 2001). These
preferences are typically measured through factor-based questionnaires, simple Likert-

scale preference ratings for therapists or rank-ordering given therapists. These are

collected either in pre-treatment analogue contexts, based on therapist descriptions or
videotapes of various treatments, or in clinical contexts, where clients complete
preference measures following participation in an actual session.

Preferences are not universal for certain therapist traits: the same trait in a
therapist can be strongly preferred by one client but regarded with ambivalence or
distaste by another (Maluccio, 1979). Further, an individual therapist’s traits can be

perceived and described differently by different clients, highlighting the importance of

understanding clients’ subjective experiences to understand their perceptions and

subsequent preferences (Hollander-Goldfein, 1979). Preferred traits can also change as
therapy progresses (Maluccio, 1979). Preferences appear also be able to be modified
prior to therapy. In a study on preference for therapists’ response style with a nonclinical sample of 66 college students, researchers found that participants’ preferences
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were responsive to shaping procedures and could be modified prior to therapy (Duckro et

al., 1978). Results indicated that participants exposed to the demonstration of highly
directive therapy reported greater preference for that style than did the group shown less
directive therapy.

Therapy expectancies

A related construct in therapy preference scholarship is an expectancy, which is
alternately referred to as an “expectation” in literature (Glass, Arnkoff & Shapiro, 2001).
Unlike preferences, expectancies refer to therapy attributes that clients expect without an

associated valence or desire (Arnkoff, Glass & Shapiro, 2002). Scholars have identified
two primary kinds of therapy expectancies: role expectancies, which pertain to patterns of

behavior expected of both the client and the therapist and outcome expectancies, which
pertain to the anticipation of the effects of therapy, which is thought to be a common

treatment factor in all approaches to therapy (Cheatham & Patrick, 1987). Within the

context of expectancies, client-therapist pairing can generally lead to four different

outcomes: (1) disappointment when a client expects desirable qualities in a therapist but
does not get what they expect; (2) relief when a client expects undesirable qualities in a

therapist but does not get what they expect; (3) pleasure when a client expects desirable
qualities in a therapist and gets what they expect; and (4) resignation when a client

expects undesirable qualities in a therapist and gets what they expect (Grantham &

Gordon, 1986).
Unfortunately, there is very limited data on how exactly preferences and
expectations are empirically related to one another. The results of one study offer

evidence that therapy preferences and expectations are distinct, but correlated, constructs
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(Tracey & Dundon, 1988). A sample of 33 university counseling center clients rated

their expectations of, and preferences for, four therapy variables prior to their first
session: approval, advice, audience and relationship. Results indicated that there were

significant differences between expectations and preferences on each subscale, though
there was considerable correlation (r = .51-.70) (Tracey & Dundon, 1988).

As previously described, a small number of studies on gender preferences offered
evidence that expectancies - specifically for therapist understanding - appeared to
correlate with related preferences (Boulware & Holmes, 1970; Yanico & Hardin, 1985).

The two studies that utilized qualitative methodology to explore clients’ gender

preferences did not contextualize the reasons given along the construct of expectancies,
making the applicability of the data to this specific construct somewhat unclear (Pikus &

Heavey, 1996; Turchik et al., 2013).

All of this information indicates that therapy preferences are subjective,
potentially malleable constructs, based in affect and cognition and may have some

correlation with expectancies associated with the preferred quality. Importantly, these
emotions and cognitions are informed by the individual’s sociocultural and

sociohistorical context, which is fundamentally intertwined with that same person’s
identity, including their gender role socialization. An important follow-up question, then,

regarding the importance of considering clients’ preferences is: does attending to them

affect therapy outcome? The following section will review that empirical literature base.

Preferences and therapy outcome

In a meta-analysis of 26 clinical studies comprising 2,356 participants with

clinical diagnoses, researchers investigated the effect on outcome of matching clients
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specifically with their preference for treatment type (Swift & Callahan, 2009). Results
indicated that clients who received a preferred treatment were only half as likely to drop
out and displayed a 58% chance of showing greater improvement. This improvement

indicated therapy preference had a small but significant effect size. Within the context of
therapy outcome, however, which encompasses a multitude of therapist and client

variables, a smaller effect size is to be expected.
A follow-up meta-analysis included 35 clinical studies that examined the effect on
therapy outcome of all 3 categories of client preferences, not just treatment type (Swift et
al., 2011). Clients that were matched to preferred therapy conditions were between onehalf and one-third less likely to drop out of therapy prematurely and showed greater

improvement in treatment outcomes. As in the prior meta-analysis, having preferences
met comprised a small, but significant outcome effect. Preference matching did not

appear to improve outcomes in health concerns or serious mental illness, indicating how

it may be a less crucial variable to outcome for clients with such concerns. Importantly
in this review, preference type did not moderate outcomes, indicating that there does not

appear to be any one more or less important type of client preference in determining
outcome.
One area that the above meta-analysis did not investigate was whether client
demographics moderate whether preferences affected therapy dropout or treatment

outcomes. To rectify this, a follow-up meta-regression analysis considered 33 studies of
6,058 total clients on the effects of honoring psychotherapy preferences among a sample
diverse in identity (Swift et al., 2013). The results found no evidence that the influence

of clients’ preferences on outcome is dependent on client identity characteristics. Thus,
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honoring preferences appears to be equally valuable for clients regardless of their age,

gender, ethnicity, marital status or education level.

Another meta-analysis of 32 clinical studies investigated the benefits of attending
to more nuanced elements of preference, specifically for treatment type (Lindhiem,
Bennett, Trentacosta & McLear, 2014). This review specifically considered outcome
differences between those who were randomly assigned preferred treatment vs. those who

actively chose, receiving (or not) prior information to inform preference, one-time
treatment choice vs. ongoing shared decision making, treatment preference among

different mental and physical disorders and between settings (inpatient vs. outpatient).

As in prior meta-analyses, results indicated a small, but significant positive effect size on
satisfaction, completion and outcome for clients whose preferences were met. These
findings held across all aforementioned conditions, continuing to highlight the
importance of considering and honoring clients’ preferences across most therapy

decision-making contexts.
Given the role that attending to preferences can play in improving outcomes, it is

important to know generally what a client’s preferences are when selecting a therapist,
particularly as this is one of the first opportunities for clients to exercise preference. The

following section will review the empirical literature on the kinds of therapist
characteristics that clients appear to consider when determining their preferences.
Preferences for therapist characteristics
In one clinical study consisting of 194 outpatients, participants chose a

psychotherapist after interviewing 3 therapists for 3 half-hour sessions in an outpatient

clinic (Hollander-Goldfein, Fosshage & Bahr, 1989). Chosen therapists were rated
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significantly higher on the following factors: personal attraction, likability, possession of
admired qualities, competence, match with the ideal therapist, understanding and
desirability as a therapist. When therapists were preferred evenly by clients, there was an

order effect; the last therapist was usually chosen.
In another clinical study, 44 outpatients (34 women, 10 men) attended 2 sessions

each with 2 different therapists (Alexander et al., 1993). Most participants met criteria

for depression and adjustment disorders. Twenty-five percent had had some prior
therapy, though a minimal amount (one-to-two sessions). Researchers used Apfelbaum’s

Q-Sort, which is a 47-item questionnaire that taps 3 types of client expectations about the
therapist: that the therapist will give nurturance, the therapist will be a model, and the
therapist will be a critic. Participants completed this measure before treatment based on

what they expected the therapist to be like and then after based on their actual experience.
Participants also filled out the Index of Demographic Similarity to determine the extent

of therapist-client similarity, the Mutual Attraction Questionnaire, which was developed
for this study, and assesses on a 5-point Likert scale how the client and therapist liked
each other, the Penn Helping Alliance Questionnaire, an 11-item questionnaire, and the
Barrett-Lennard Relationship Inventory, which assesses 4 variables of therapeutic

relationship (level of positive regard, empathic understanding, unconditionality of regard
and congruence). The BLRI is shown to be a measure with good test-retest reliability (a
= .61 - .95) and strong convergent validity with related measures (Barrett-Lennard, 2015).

Therapists in the study provided manualized open-ended psychodynamic psychotherapy.
Participants ultimately chose the therapist they viewed as most helpful and that reminded
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them of someone in their past, not on the basis of demographic similarity or pretreatment

expectations.
In a descriptive survey field study, researchers sought to identify factors that

people take into consideration when selecting a mental health provider (Eells et al.,
1999). Three hundred and three customers in a shopping mall (152 women, 151 men)
responded to a questionnaire of three sections: (1) demographic information, (2) multiple

choice items about qualifications and training of mental health providers, previously used
by Warner and Bradley (1991), and (3) 21 items (derived via previous research and
clinical experience) rated on importance in such a selection with 11-point Likert scale.

Factor analysis of responses suggested four factors, in the following order of importance:
(1) Professional Qualifications, which pertained to the therapist’s professional training,
(2) Practical, which pertained to the costs of services, (3) Social Influence, which

pertained to the therapist’s endorsement by trusted others, and (4) Personal
Characteristics, which pertained to therapist demographic identity. Amount of variance
per factor was not reported and there were no significant differences found between

participants based on demographic characteristics. These findings are in line with the

notion that therapist personal characteristics are most relevant when little other
information is known.
In another study with a non-clinical sample, 153 undergraduate college students

(56% women) read a scenario in which they were seeking mental health treatment due to

depressed mood and then completed a questionnaire on the importance of 29
characteristics based on a 5-point scale Likert scale (Lipscomb, Shelley & Root, 2010).
Characteristics were derived from a 29-item list developed previously by the study
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author. Factor analysis indicated seven factors: (1) Personal Traits, pertaining to therapist

temperament or personality, (2) Therapeutic Skills, pertaining to such traits as honesty

and listening ability, (3) Identity, pertaining to therapist ethnicity and sexual orientation,
(4) Perspective, pertaining to therapist similarity to client in gender and religion (5)
Inherent Qualities, pertaining to concern and humor, (6) Legitimacy, pertaining to
professional qualifications, and (7) Age, relative to client. Factors One, Two, Five and

Six were generally rated with high importance; women participants scored higher than

men participants for Factors One, Two and Five. Factor Four was rated with medium-tolow importance with women expressing more importance of a same-gender therapist.
Factors Three and Seven were rated with low importance. In this sample, demographic

characteristics were not heavily weighted, but selection criteria, credentials, specific
expertise and personal characteristics were important.
In another study, a non-clinical sample of 108 college students were asked for

their preferences for therapist-related information (Braaten et al., 1993). Half were
randomly assigned to receive a written informed consent form, which included detailed

information about the therapist’s professional qualifications, training and theoretical

orientation (Handelsman & Galvin, 1988) and half did not; all answered an open-ended

question at the end about their preferences for therapy-related information. Twenty-eight
participants in the consent form condition and thirty in the other condition reported a

therapy history. Responses to the open-ended question were coded into nine primary
categories, in order of frequency: Therapy, Therapist/personal, Therapist experience,

Financial arrangements, Therapist credentials, Therapist education, Confidentiality,
Alternatives and Appointments. Participants who received the written consent form were
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more likely to ask about such things, whereas those who did not receive the consent form
were significantly more likely to ask about therapist personal characteristics.

Additionally, participants with a therapy history were significantly more likely to ask

about therapist personal characteristics.
In sum, what these studies appear to show is that, when people are allowed to

interview therapists prior to assignment or review detailed personal and professional
information about them, they tend to express preference for therapist

competence/qualifications or who they perceived as most helpful. However, when
presented with minimal information about a therapist before being asked to decide,

people seem to place greater emphasis on therapist demographic characteristics.

Unfortunately, there is virtually no empirical data on the kinds of intake practices that

occur in real-life settings regarding exposure to therapist information prior to assignment
(Meyer & Melchert, 2011). Therefore, it is difficult based on this information alone to

know realistically which therapist characteristics will be most meaningful for clients
overall. However, there are additional studies that suggest that therapist personal

characteristics may be particularly relevant for many clients.
One such study was based on the notion that once clients start therapy, therapists
will often prioritize their treatment-related decisions around the empirical support for a

given intervention; however, there is little empirical data on the kinds of therapy factors
that clients themselves prioritize. To rectify this, a sample of 57 clients from a university

clinic, presenting with mood, anxiety or adjustment disorders, completed an instrument
weighing their preferences for intervention-specific empirical support against preferences

for 4 other common factor variables: therapeutic relationship, therapeutic interpersonal
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style, therapist experience and client-directed sessions (Swift & Callahan, 2010). In each
scenario, clients were asked to make preference choices between intervention-specific
empirical support and a given common factor variable as the reported efficacy rates of

both adjusted incrementally. Clients were willing to sacrifice the greatest-to-the-least
intervention support for the following order of common factor variables: interpersonal

style, therapeutic relationship, client-directed sessions and clinical experience. Client

symptom severity did not moderate preference for intervention over common factor.
Findings suggested that clients prefer treatment decisions to be based on variables other

than intervention empirical support alone, including their own beliefs about what
therapist and relationship variables are most valuable for their own therapy, with clinician

experience being given the weakest value among common factors.
In another clinical sample, 329 adults rated their attitudes toward seeking 2 types

of therapy: one emphasizing common factors and another emphasizing specific evidence
based ingredients (Swan & Heesacker, 2013). Researchers also investigated the

explanatory power of multiple predictors for therapy type preference: attitudes toward
seeking psychological help, tendency to submit to authority, attitudes toward science,

need for closure, locus of control, emotionality, current level of distress, gender, previous
exposure to therapy, and belief of the role of genetics in precipitating mental illness. To

measure preference, participants responded on a seven-point Likert scale with the

likelihood they would want to pursue either therapy, provided with a brief description.
Results indicated a pronounced preference for the therapy guided by common factors that

was only moderated by two of the hypothesized predictors: attitudes toward science and
previous therapy experience. Participants who believed that scientific progress leads the
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world to change too rapidly expressed preference for therapy guided by common factors.
Past therapy experience also predicted increased preference for common factors,
regardless of if the past therapy was described by the participant as having emphasized

common factors or specific ingredients.

It appears, too, that clients may report such preferences for therapist
characteristics in a way that under-predicts their decision-making for their therapist along
these characteristics. One study investigated participants’ expressed and actual

preferences for counselor gender and race and also investigated the influence of type of
problem on these preferences (Turner & Manthei, 1986). Four hundred and thirty high

school students in New Zealand diverse along ethnic identity completed the Choosing a
Counselor questionnaire, a 33-item measure developed by the authors for this study.

Psychometrics were not reported. Half of the participants were asked to assume they had

a vocational problem and half to assume they had a personal problem. It was not
reported whether random assignment was used. Each item on the measure described a

counselor characteristic and participants were asked to rate the importance of that

characteristic on a four-point Likert scale. Items generally divided into three categories:
(1) quality of the relationship, (2) physical and cultural similarity, and (3) directive and
non-directive aspects of counseling style. Participants then actually selected a counselor
from four images- European man or woman and a Maori man or woman. These images

had been reviewed with a prior sample to control for factors such as perceived
attractiveness. Results indicated that students across ethnic identity endorsed that

counselor gender and race were relatively unimportant variables to them. However,
when asked to choose, the students generally chose a counselor of the same gender and
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race as themselves, particularly so for girl students. The influence of type of problem on
these preferences and choices was minimal.
In sum, the previous studies demonstrate that clients prioritize common factors

and, more specifically, therapist variables when making treatment decisions. Therefore,

it may be most accurate to say that in scenarios where clients receive significant exposure
to therapist information, up-to-and-including meeting them, prior to assignment, clients
prioritize therapist expertise. However, in more general contexts, or when not presented

with such exposure and contact, clients tend to prioritize therapist personal
characteristics. Therefore, clients’ preferences for such characteristics are important for

providers to understand.
Preference for therapist gender
What are the therapist characteristics, then, that clients seem to express preference
for most frequently? Researchers looked at intake forms from a randomized sample of
881 students at a Midwestern college counseling center from 1990-1993 (Speight &

Vera, 2005). Thirty-nine percent expressed preferences for some dimension of counselor

characteristic and those with preference tended to have prior counseling experience. The
most frequent preference was for counselor gender. Due to the relative frequency at

which that preference is expressed, researchers have sought to understand who expresses
preferences for therapist gender and for which gender. There have been a fair number of

quantitative studies using both clinical and non-clinical samples to predict clients’
preferences for therapist gender. This review will begin with the non-clinical studies.
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Quantitative
Non-clinical populations. In one of the earliest investigations on preference for

counselor gender, 381 college students (215 men and 166 women) completed the
Mooney Problem Check List, which represents 11 major problem areas: (1) health and
physical development, (2) finances, living conditions and employment, (3) social and
recreational activities, (4) social-psychological relations, (5) personal-psychological

relations, (6) courtship, sex and marriage, (7) home and family, (8) morals and religion,
(9) adjustment to college work, (10) vocational and educational future, and (11)

curriculum and teaching procedure (Koile & Bird, 1956). Participants were then asked to

rate for each item whether they preferred to see a man or a woman for that problem or
had no preference. Results indicated that men students tended to equally express either
no preference or preference for a man counselor for most problems, whereas women
students tended to relatively equally express no preference or have preference for a
woman counselor. These findings held true across all 11 problem types, suggesting that,

in this sample, presenting concern did not appear to be a relevant variable in
understanding clients’ gender preferences.

A subsequent study included the therapist variable of age and presented 120
students (60 men and 60 women) with slides of the faces of potential therapists that had
previously been equated on physical attractiveness, varying by age: older man, younger

man, older woman and younger woman (Boulware & Holmes, 1970). Participants were

asked the extent on a nine-point Likert scale to which they would like to talk to the
individual if they had a personal (described as “anxiety”) or vocational problem.
Participants also indicated their expectancies about what type of therapist and person
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each individual would be on a 9-point Likert scale for 12 questions. Further, participant

variables of SES and the person whom they felt closest to as a child were considered. In
contrast to the prior study, results indicated that participants preferred older men in nearly
all cases, with the exception that women participants preferred older women therapists
for personal problems. Preferences appeared to be related to high expectancies on
therapy-relevant variables such as “understanding” rather than similarity to self. The
exact definition of “understanding” in this context was not described in the study.

Neither social class nor close figure predicted preferences or expectancies.
In another study that added the variables of therapist marital status and participant

education level and utilized an all-woman sample, 32 women undergraduates and 32
noncollege women were presented with pictures and descriptions of a man and a woman
therapist along 4 age groups (25-35, 35-45, 45-55 and 55-65); half were told the
counselors were married, half were told single (Simons & Helms, 1976). Participants

rated therapists on a nine-item scale developed by the authors. Overall, both college
women and non-college women preferred women therapists to men therapists on a

number of hypothetical process measures and preferred therapists older than themselves.
The findings related to age were in line with the findings from Boulware and Holmes
(1970). Counselor marital status did not predict preference.

A later study intended to fix concerns that prior research had mostly utilized one
or two vaguely-defined problems (Yanico & Hardin, 1985). One-hundred and eighty

eight college students (131 women and 57 men) were presented with 33 different
hypothetical presenting concerns (11 vocational and 22 personal/social) and had to rate

on a 7-point Likert scale their belief about a man and woman therapist’s
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knowledgeability of the problem, their understanding in discussing it, and participants’

preference between the two therapists. Presenting concerns were developed and chosen
by authors from their experience as practitioners. Results indicated that participants

generally expressed no preference for psychologist gender on vocational problems across
type; however, what preference did exist was mainly with male students for male
therapists. For personal/social problems, women who expressed a preference indicated it

for woman therapists, though the strength of preference varied across problems, with

stronger preference for more sex/gender-specific concerns, such as pregnancy, rape and
harassment. Men participants also generally expressed preference for a woman therapist
for personal/social problems, though preferred a man therapist for sexual concerns.

These findings indicate that preference appears to differ somewhat among various
personal/social problems, so prior studies may have overlooked important differentiations

in gender preferences. For expectancies, the expectation for understanding was generally

a stronger and more consistent correlate of preference than expectations of
knowledgeability of the problem. The authors’ distinction, however, between the
definitions of “knowledgeable” and “understanding” were not entirely clear and may not

have been clear to participants, so it is difficult to interpret the nature of this finding.
In a more recent study, an all-woman sample of 187 college students rated their

preference for, and anticipated comfort self-disclosing to, men and women therapists for
hypothetical presenting problems that were divided between female sex-specific (e.g.,

pregnancy, abortion) and sex-neutral (e.g., anxiety, depression) (Landes et al., 2013). In
this study, researchers also assessed participants’ general willingness to self-disclose

through the 20-item Self-Disclosure Situations Survey (SDSS) to understand how that
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variable might play a role in clients’ gender preferences. The SDSS has shown good
reliability (a = .80-.89) and construct validity with related measures (r = .29-.30) (Tardy,

1988). Participants rated their comfort on a seven-point Likert scale and expressed
preference by simply choosing either the male or female therapist. Participants were not

given the option to express no preference. Results indicated that participants generally
preferred and reported higher levels of comfort self-disclosing to a female therapist, with

a marked preference specifically for female sex-specific concerns. Additionally,
participants’ general levels of willingness to self-disclose only impacted comfort when

the therapist was male. This study’s findings appear to replicate prior findings on

preference for same-gender therapist when dealing with sex-specific concerns; however,
preference ratings may have been over-inflated in this sample as participants did not have
the option to express if they had no gender preference.

What results from these prior studies would seem to indicate is that, when women
have a preference for therapist gender, it is most often for a fellow woman therapist,

particularly for sex-specific concerns. The results paint a less clear picture for men. Men

exhibited preference for a man therapist in several contexts; however, expressed
particular preference for a woman when presenting with an emotional/personal concern

in the most recent study with mixed men/women participants. As many of the prior
studies are from decades past, their results must be interpreted cautiously. At the time of

those studies, there were significantly fewer women therapists in the workforce than
currently. Additionally, the presence of sexist beliefs was not assessed among

participants, which could have influenced preference.
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Clinical populations. There have also been various gender preference studies

done with clinical populations. One of the earliest clinical studies investigated whether
clients have preference for counselor gender, whether these vary by client gender and/or

presenting problem, whether these preferences change post-treatment and whether

preferences are different between clients and non-clients (Fuller, 1964). One non-clinical

sample of 588 college students (414 men and 174 women) were asked to state their
preference for counselor gender based on a hypothetical personal and vocational concern.

Another clinical sample of 534 university counseling center clients (388 men and 146
women) were asked at intake to record their presenting concern and whether they

preferred a man or woman counselor or had no preference. Results indicated that men
and women students tended to prefer men therapists, that preference was more frequent
when presenting with a personal rather than vocational problem and that there were no

significant differences in preference between actual clients and students.
In another study involving both a clinical and non-clinical sample, 129 applicants

to counseling (76 women and 53 men) and 290 nonclient undergraduates (150 women

and 140 men) were asked to fill out a counseling intake form and mark whether they

preferred a man or woman therapist or had no preference (Walker & Stake, 1978).
Results indicated that more clients than nonclients expressed preferences. Of those who

expressed preference, both men and women generally expressed preference for a woman
therapist. This study also considered the variable of researcher gender, which was not

significantly correlated with participants’ expressed preferences for therapist gender.

Interestingly, the findings of this study are in contrast to those of the previous study,
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which found no differences in preference between the clinical and non-clinical sample,
and preference for men therapists.
In a previously-referenced archival study of college counseling center clients from

1990-1993 (Speight & Vera, 2005), the most frequent preference was for counselor

gender, specifically for women counselors among both men and women students.
Women were more likely than men to express preferences and Black clients were more

likely to express preferences than Asian, Latino or White clients. Those who presented
with emotional concerns were more likely to express a counselor preference than those
presenting with academic/vocational concerns; however, self-reported urgency of

concern did not predict preference. These results add to prior findings that
personal/emotional concerns are associated with greater preference than vocational

concerns. These results also augment prior findings on racial minority participants
expressing greater preference for therapist characteristics.
In another clinical study, which added the variable of the gender of intake

counselor, 495 clients (350 women and 145 men) at a Midwestern college counseling

center were asked at the end of an intake interview whether they had preference for a man
or woman therapist (Stamler et al., 1991). These clients’ presenting concerns were

divided into five categories: (1) career, (2) educational, (3) personal, (4) interpersonal,
and (5) environmental. Further details on these categorizations were not given. Results

indicated that women clients were more likely to express preference for therapist gender
than men clients. Overall, however, those men and women who expressed preference

was generally for a woman therapist. Interestingly, women clients who saw a woman
intake counselor were about twice more likely to express a preference for a woman
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therapist than when meeting with a man intake counselor and men were about twice more

likely to express preference for a man therapist after meeting with a man intake

counselor. This finding may indicate that some participants wanted to see a therapist

similar to their intake counselor, perhaps due to a positive experience in disclosing their

concerns. Regarding presenting concern, only personal concerns significantly predicted
having a gender preference, which is in line with prior research.
In another study, 116 clients (75 women and 41 men) from a West Coast college

counseling center, comprised of both students and members of the surrounding
community, completed a questionnaire asking for their presenting concern, their

preference for therapist gender on a 9-point Likert scale (0 = no preference) and an openended question about their reason(s) for any preference (Pikus & Heavey, 1996). They

were told the gender of their intake counselor but also told their answers would be

confidential. Quantitative results indicated that there were no significant differences in
preferences between students or the generally-older community members, that 68% of
women clients endorsed a gender preference (mostly for a woman therapist) and that 42%

of men endorsed a gender preference (also mostly for a woman therapist). Additionally,
those clients who preferred a woman therapist endorsed stronger degrees of preference

than those who preferred a man therapist. Researchers did not report on any significant

findings related to presenting concern and preference. Researchers coded the data from
the qualitative portion into six themes on basis of preference: (1) feeling more

comfortable with that gender; (2) wanting a therapist of the same gender because they
will understand better; (3) wanting a therapist with gender-stereotypic characteristics; (4)

having previous bad experience with therapist of a certain gender; (5) wanting to work
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through difficulty related to that gender; and (6) wanting different gender to gain
different perspective on problems. These qualitative findings on the nature of
participants’ gender preferences represent an important contribution to the understanding

of the construct, as most prior studies proved the existence of gender preference in
different populations/contexts with implications for the reasons behind this preference;

however, this was the first to directly ask actual therapy clients. Importantly, researchers
also provided data on how those bases of preference differed among men and women

participants. Of the 42 women with preference for a woman therapist, 22 endorsed
Theme 1 and 13 endorsed Theme 2, with only 1-2 women endorsing Themes 3-6. Of the

13 men who preferred a woman therapist, 5 endorsed Theme 1 and 1-2 endorsed Themes
3-6. These findings support previous findings in non-clinical populations about the roles

of anticipated comfort and therapist understanding in gender preferences (Boulware &
Homes, 1970; Landes et al., 2013; Yanico & Hardin, 1985). However, the findings also

illuminate some potential disparities between the bases of gender preferences for men and
women clients. While men and women both appear to anticipate greater comfort with

their preferred therapist, men do not anticipate that a woman therapist will be able to
better understand their presenting concern or life experience. Given that anticipated
therapist understanding predicted preferences in prior preference studies, what we know

about gender preferences then may skew more toward explaining women’s preferences
for women therapists, rather than men’s preferences for women therapists. Also due to
the relatively small sample of men in the current study, there appears to be a particular

need to better understand the nature of men’s preferences, including the nature of men’s
anticipated comfort in meeting with a woman therapist.
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In another study, 20 girls, aged 7-15, who had experienced sexual abuse from a

male perpetrator received 6 sessions of a structured therapy developed by study authors

(Fowler & Wagner, 1993). Through alternating assignment following intake, 10 were
matched with a man therapist and 10 with a woman therapist. Study goals were to

examine participants’ initial preference for, and anticipated comfort with, their therapist,

followed by assessing these same variables post-therapy. Pretreatment and posttreatment
preference for counselor gender was collected using the Counselor Preference and

Comfort Survey (CPCS), a measure developed by the authors for this study. In a
community sample of similarly-aged girls, the measure demonstrated 100% test-retest

reliability. Validity information was not reported. The measure consists of one
categorical item asking whether participants prefer a man or woman therapist, then
consists of additional items that assess strength of preference and comfort along a six-

point Likert scale. Pretreatment, all clients expressed preference for a woman therapist.

Posttreatment, 3 of the 10 clients of a man therapist expressed preference for a man
therapist. All of the clients of a woman therapist continued to express preference for a
woman.

Participants seen by a man therapist reported significantly higher preference

for and comfort with man therapists post-treatment. By the end of therapy, neither group

was significantly different in their comfort with their therapist. While involving a

scenario of greater clinical severity than prior studies, along with questionable ethical
decision-making in the research methods, the results of this study lend additional
credence to the notion that individuals’ gender preferences are at least partially based in

anticipated comfort and may change in response to contact with a therapist, given their

gender and the nature of the client’s discomfort. Given the importance of respecting
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clients’ autonomy and preferences, the results from this study may be used in more

empowering ways as a call to engage clients at intake about any reasons for their gender
preference.

Overall, findings from studies with clinical samples seem to augment those from
studies with non-clinical samples that women generally express preference for therapist
gender more frequently than men, and express preference almost universally for a woman
therapist. Interestingly, in clinical samples, men who expressed preference tended to

express preference for a woman therapist, unlike in various non-clinical samples.
However, of note, the studies with clinical samples were conducted in a much more

recent time-frame than most studies that utilized non-clinical samples. In fact, the nonclinical samples that demonstrated men’s preference for women therapists were generally
from the same time-frame as the clinical samples. Therefore, rather than being about a

difference in preference between clinical and non-clinical samples, it may be more likely
that preferences have evolved over time. Therefore, it appears most correct to conclude
that currently both men and women who express gender preference tend to prefer a
woman therapist, with women generally expressing preference more frequently and to a

stronger degree. Additionally, as with non-clinical samples, clients’ preferences for
therapist gender appear to be most often informed by anticipation of comfort while
women clients also endorse the expectancy of therapist understanding, suggesting a need

to better understand the nature of men’s therapist preferences. Further, exposure to a
therapist may influence clients’ gender preferences depending on the particular context

and gender match. Most of the prior research was done, however, with generally White,
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American participants. There have been investigations into therapist gender preference

with more diverse samples, which are reviewed below.

Diverse populations. In a study with a racially-diverse sample of 339
undergraduate participants (157 White- 96 women and 61 men, 119 Asian-American- 71
women and 47 men, and 64 Mexican-American- 43 women and 21 men), researchers

assessed participants’ preferences for 14 different therapist characteristics, including
gender (Atkinson, Poston, Furlong & Mercado, 1989). Researchers used a pairedcomparison questionnaire where participants were presented with 2 of the 14

characteristics at a time and would have to choose which one they would prefer having in

a therapist, with one characteristic being similar to the participant, one dissimilar. For
participants across race in this sample, men generally expressed preference for a man

counselor and women for a woman counselor.

Another study considered the way in which participant gender, race and scores on
Universal-Diverse Orientation (UDO) acted as predictors of students’ preferences for
certain therapists’ characteristics, including gender (Fuertes & Gelso, 1998). UDO is a

construct that measures peoples’ attitudes of tolerance and appreciation of differences
and similarities in people along multiple identity characteristics (Miville, Romans,
Johnson & Lone, 2004). Participants were 309 undergraduates (127 White women and
82 White men, 28 Asian-American men and 24 Asian-American women, and 28 Black
women and 17 Black men). Participants completed a 14-item Preference Scale for

various therapist characteristics when seeking help for an emotional concern along a 5point Likert scale. The basis of this scale was not reported by the authors. Participants
also completed the 45-item Universality-Diverse Scale (UDS), which assesses
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participants’ UDO. The UDS is shown to have strong internal consistency (a = .93) and

convergent validity with related constructs (Miville et al., 2004). Results indicated that
overall, men indicated slight preference for a man therapist and women indicated a slight

preference in a woman therapist. However, when analyzing by participant race, AsianAmerican and Black participants expressed stronger preferences for a woman therapist

than White participants. This may be due to participants of color’s expectancies that a
woman therapist would have a greater understanding or sensitivity to multicultural issues,

though this was not empirically tested. Authors also did not analyze UDO as a predictor

variable for gender preference, so there is no data on that relationship.

Another study with a non-clinical sample considered therapist gender preference
in older-age individuals (Lauber & Drevenstedt, 1993). Sixty participants (30 men and
30 women) over the age of 60 were recruited from local senior centers. Participants were
required to have not had any prior therapy experience, so as not to have biased

preferences. Participants listened to a five-minute segment of an analogue session with
an older client of the participant’s same gender, who was experiencing a family problem.

Participants then rated pictures of younger and older man and woman therapists for their
preference. Women participants significantly preferred women therapists and men

expressed no significant difference in their preferences. All participants generally

preferred an older therapist.
Another study considered therapist gender preferences in a sample of low-SES
participants (Gordon & Grantham, 1979). One-hundred and ninety-four undergraduate

students (113 women, 81 men; 99 Black, 42 White, 28 Puerto Rican and 25 Other race)

of low SES, as defined by their participation in a university educational opportunity
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program, completed an 8-item questionnaire developed by the authors on their preference
for therapist gender along a 6-point Likert scale for both emotional and academic

concerns. Results indicated that there were no differences between participants of racial
groups on preferred counselor gender, with a slight preference for most participants to
prefer a counselor of the same gender. The strongest preference among students was for

a helper of the same social class background.
A recent non-clinical international sample of 347 British participants (232
women, 115 men) was recruited via online advertisement to investigate gender
differences in general therapy preferences, including for therapist gender (Liddon et al.,

2018). Participants were presented with multiple options for therapy, including treatment
type and therapist characteristics, and asked to rate how much they liked these options on

a six-point Likert scale. Authors did not detail how they selected the various treatment
options. Results of regression analysis indicated that, for therapist gender preference,

similar to previous samples, the majority of men and women do not express preference,
but the sizable minorities of women (34%) and men (22%) who do, prefer a woman

therapist.
There appears to be only one study on record that utilized a clinical sample to

investigate preferences of individuals outside of a majority identity, specifically those
with a disability (Strohmer, Leierer, Hotard & Stuckey, 2003). Ninety-five participants

(54 women and 41 men) seeking therapy at a training clinic for rehabilitation therapists
were surveyed on their therapist gender preferences. Fifty-one reported having at least

one disability; fourty-four did not. The nature of participants’ disabilities was not

discussed by authors. Participants were seeking therapy for a variety of issues. At a
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phone intake, participants were asked for their preference on 5 therapy characteristics,

including gender, along a 10-point Likert scale. Results indicated that the majority of
clients did not express a preference for therapist gender and there were no significant
differences in preference between participants based on ability status. However, for those

participants that did express preference, nearly all preferred a woman therapist.

Results from these studies with more diverse samples add to our understanding of
people’s preferences for therapist gender. As in comparable contemporary studies with

participants of majority identities, men and women of more diverse identities who
express gender preference generally prefer a woman therapist for emotional concerns.
This was found in an international sample, individuals with disabilities, women over 60

and people of color. Men over 60 showed equal preference for men and women
therapists. Also consistent with prior research, men from diverse samples from decades
ago tended to prefer a fellow man therapist over a woman. Finally, there is some
preliminary evidence to suggest that individuals of color hold stronger preferences for

women therapists than their White counterparts. Overall, it appears that when

participants have a particularly salient social identity, their preferences for therapist

characteristics are strongest for that identity (e.g., SES, age), though they often also
express gender preferences.

Qualitative
In addition to the above quantitative studies, there have been a handful of

qualitative inquiries on clients’ experience of gender in therapy. While this data was
collected from clients already in therapy, this information may provide a window into
dynamics that mirror clients’ pre-therapy gender-related expectancies, particularly for
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individuals with a therapy history who express gender preference. In an interpretive
phenomenological analysis (IPA), 27 Greek female clients, ages 21-53, were interviewed

on their experience of their, and their therapist’s, gender in their therapy relationship
(Kastrani, Deliyanni-Kouimtzi & Athanasiades, 2015). To qualify for the study,

individuals needed to be actively in therapy and have completed eight sessions with their
current therapist. Researchers reached out to local therapists to gather participants.
Interviews consisted of a small number of open-ended questions about participants’

experience working with their therapist within the context of both parties’ gender.
Interviews were transcribed and coded. Two main themes emerged: (1) participants’
preference and experience of their therapist’s gender, and (2) the way participants relate
to their therapist within the context of gender. Within Theme One, results indicated that

gender was an important component of the therapy relationship for nearly all participants.
Different participants also talked about their preference for therapist gender. Many of the

participants with preference for a woman therapist described how their preference was

grounded in the therapist’s ability to understand the client due to similar lived experience.

Some participants who preferred a man therapist generally described how their
preference was grounded in the helpfulness of a perspective from someone with a

different lived experience. Other participants with man preference described how they

liked their therapist in spite of him being a man, as he defied gender-stereotypic
characteristics. Within Theme Two, participants described how ability to trust

intersected with therapist gender, which differed for participants depending on their

preferences. Participants also discussed their experience of sexual attraction to their
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therapist, which again affected participants differently depending on their preferences and

therapeutic goals.
In one interpretive ethnography, 15 clients (8 men and 7 women) were

interviewed who had worked with at least one man and one woman therapist (Gehart &

Lyle, 2001). In order to identify potential participants, researchers reached out to

therapists at nearby agencies. Participants ranged in age from 13-53; 10 identified as
White, 3 as Native American and 2 as Hispanic. Interviews began with the broad
question: “Do you have any thoughts about working with a male or female therapist

based on your experience?” and progressed organically from there. Interviews were then
transcribed and coded. Six themes emerged: (1) client-therapist connection, (2) male
therapists, (3) female therapists, (4) topics discussed, (5) effectiveness, and (6)

confounding factors. For Theme One, participants discussed how their connection to

their therapist was at least partially predicated on their therapist’s gender; however, the
exact gender combination that facilitated connection was different among participants.

Theme Two and Theme Three were comprised of participants’ descriptions of male and
female therapists, which were generally divided among male therapists being “tough” and
female therapists being caring and “soft.” Theme Four referred to the comfort level

experienced by participants when discussing various issues depending on their therapist

gender, but again the exact gender combination that facilitated comfort varied among

participants. For Theme Five, most participants expressed that they found therapists of
either gender ultimately effective in delivering specific therapy techniques. Theme Six
refers to participants’ acknowledgement of the confounding factors of personality and

therapeutic style in their experience of their therapist’s gender. In other words, to what
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extent do participants attribute qualities to their therapist’s gender that are also influenced
by their personality and/or therapeutic style? These results augment quantitative findings

on the relevance of comfort and perceived therapist characteristics based on therapist
gender in people’s preferences. However, these studies add additional nuance by
identifying the importance of within-gender variability in participants’ experience of their

therapist’s gender. In other words, the processes through which clients arrive to a gender
preference may overlap but a client’s individual preference is based on a complex

interaction between their experience of their own, and others’ gender.
The final qualitative study on clients’ gender preferences is particularly important
because it appears to be the only empirical study done - quantitative or qualitative - on

preference for therapist gender in an all-men sample (Turchik et al., 2013). A sample of
20 military men, average age 62, who experienced military sexual trauma (MST)

participated in semi-structured interviews designed to illuminate perceived barriers to

care and preference for therapist gender when receiving treatment for MST. As in prior
samples, more men expressed preference for a woman therapist (50%) than for a man

therapist (25%) with the remaining 25% expressing no preference. Men who expressed
preference for a woman provider gave rationale including perceived qualities based on
gender (e.g., compassionate) and discomfort at emotionally connecting with another man,

particularly due to homophobic concerns on the part of the client. Those who preferred a
man therapist indicated reasons such as embarrassment at appearing weak in front of a

woman and, similar to previous research, wanting to discuss content related to male

sexual anatomy with a man.
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Sex/gender role
There is a subset of literature on preference for therapist gender that considers,
rather than merely the gender of client and therapist, the way that both parties’ gender

conformity actually plays a role in understanding preferences. To properly situate this
section of the review, a few definitions within the psychology of sex and gender must be
reviewed first. Sex is the term used to distinguish males and females biologically

(Gilbert & Scher, 1999). Gender refers to the social, cultural and psychological

characteristics that are traditionally expected from and associated with an individual
based on their sex (Gilbert & Scher, 1999). Traditional gendered qualities for men are

generally referred to as masculinity and, for women, femininity (Addis & Mahalik,

2003). Sandra Bem, a social psychologist, developed a sex role typology in the 1970s
that conceptualized masculinity and femininity as distinct constructs, rather than polar
ends of a spectrum (Bem, 1981). Based on this premise, various elements and degrees of
masculinity and femininity can exist in both men and women. Individuals high in both

qualities are termed androgynous and those with low amounts of both are classified as
undifferentiated (Bem, 1981). This typology was the basis for the literature in this

subsection of individual’s preferences for therapist gender. In essence, within the context

of people’s preferences for therapist gender, this literature sought to understand the extent
to which gendered qualities, rather than gender itself, were relevant constructs. As with
prior studies on gender preference, for sex role-related studies researchers also utilized
clinical and non-clinical samples. This review will begin with the non-clinical studies.

Non-clinical populations. In one study that utilized a non-clinical sample of 377

college students (249 women, 128 men), researchers considered the sex role expectancies
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participants have for therapists as a function of participant gender, therapist gender and
the participant’s gender preference (Johnson, 1978). Students were asked to rate their

counselor gender preference on a seven-point Likert scale for a hypothetical, general
personal/social concern, followed by completion of the Bem Sex Inventory. At the time

of its development, the BSRI was found to have good internal consistency (a = .82 - .86)

and test-retest reliability (r = .90-.93) (Bem, 1974). Rather than participants filling out
the measure according to their own characteristics, they were asked to complete the

measure according to their expectancies of a counselor’s characteristics. There is no

known data on the measure’s psychometrics when being used in this manner. Half of the
participants were randomly assigned to complete the measure for a man, and half for a
woman, therapist. Overall, the data indicated that participants exhibited a slight

preference for a counselor of the same gender. Data also indicated that students held

different sex role expectancies for men vs. woman therapists: men were expected to have
more masculine characteristics while women therapists were expected to embody a
combination of masculine and feminine characteristics, as defined by the BSRI.

Additionally, students with a therapist gender preference had more stereotyped
expectancies for therapist characteristics than did students with no preferences and
women participants tended to expect that men therapists would be more masculine than

did men participants. However, given these findings came from an untested use of the

BSRI, they should be interpreted with high caution.

Another analogue study consisted of simulated 20-minute counseling interviews
with 35 male and 39 female undergraduates (Feldstein, 1979). Participants were
randomly assigned to one of four conditions, comprised of either a man or woman
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therapist, who was either masculine or feminine. Therapists were Master’s-level

practitioners in their mid-twenties who were trained to role play both a masculine and
feminine therapist role. Femininity was performed by therapists through warmth, support

and reflection of feeling. Masculinity was performed by therapists through more
confrontation, assertiveness and cognitive focus. At the end of the session, participants

rated the therapeutic alliance using the Barrett-Lennard Relationship Inventory (BLRI)

and a 10-item, 3-point-Likert scale satisfaction questionnaire made of items culled from

various validated measures. Results indicated that men were more satisfied with their
therapist than women participants. Additionally, and interestingly, men also indicated

greater satisfaction and alliance with feminine counselors, regardless of gender, while
women participants indicated greater satisfaction and alliance with masculine counselors,

regardless of gender. These findings seem to validate that the sex role, rather than gender

itself, is a more meaningful construct in understanding clients’ therapy satisfaction.
However, as a critique, authors did not describe a theoretical underpinning described as

to the performance of masculinity and femininity among these therapists.
In a follow-up study designed to include the variable of presenting problem, using

a non-clinical sample, 291 men and 246 women were randomly assigned to view a 6minute videotape of a client of the same gender with either a vocational or personal

problem, counseled by either a masculine or feminine, man or woman therapist
(Feldstein, 1982). Participants rated the therapists using the BLRI and the Counselor
Rating Form (CRF), which assesses perception of counselor attractiveness, expertness
and trustworthiness. The CRF has been shown to have good reliability (a = .75 - .93) and
good validity (LaCrosse & Barak, 1976). Feminine therapists were rated higher than
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masculine therapists, regardless of gender, on all variables (empathy, congruence,
positive regard, trustworthiness, attractiveness) except for unconditional positive regard.

Overall, men therapists were rated higher on expertness, trustworthiness and

attractiveness than women therapists. These findings appear to support that femininity
may be an attractive quality for those seeking therapy and may be part of people’s
preferences for women therapists, even though individuals also seem to respond
positively to these qualities when they exist in men. Ratings for men therapists overall in

this study may again be an artifact of sexist beliefs about competence and expertise.

Another study with a non-clinical sample considered both client and therapist sex
role (Highlen & Russell, 1980). Eighty-four undergraduate women completed the BSRI.
Based on their responses, participants were classed as feminine, masculine, androgynous
(high in masculine and feminine) or undifferentiated (low in masculine and feminine).

Researchers pre-selected six pictures (three men, three women) that would represent the
hypothetical therapists: one masculine, one feminine and one androgynous of each
gender. Pictures were pre-screened with a prior sample and deemed equivalent in
perceived attractiveness. Researchers also developed descriptions of each therapist based

on sex-role adjectives derived primarily from the BSRI. These descriptions passed a
prior manipulation check for sex role. Participants were randomly assigned whether they

would view men or women therapists, and would rate their willingness to see each
therapist on a seven-point Likert scale. Results indicated that therapist gender and client

sex role did not appear to significantly predict preference. However, therapist sex role
did significantly predict preference, with feminine and androgynous therapists receiving

higher ratings than masculine therapists, regardless of therapist gender. This finding
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appears to lend additional credence to the notion that clients’ gender preferences are less

about the therapist’s gender in and of itself, but more about the expected gendered
qualities they will see in their counselor. In intake scenarios where clients do not receive
such detailed information about therapists’ gender role conformity, clients’ gender

preferences may then simply be shortcuts for seeking a therapist with given elements of

anticipated gender role-conforming qualities.
In another study using a non-clinical sample of 169 students (102 women and 67

men; notable for more diverse racial representation- 95 White participants and 74 Black

participants), participants completed the BSRI and a portion of the Counselor Preference
Scale (CPS) for counselor gender (5-point Likert scale) with 9 concerns, of 3 categories:

vocational/academic, social/interpersonal and personal/intimate (Bernstein, Hoffman &

Wade, 1987). This one adds different concerns to the methodology used by Highlen &
Russell (1980) and considered various variables to assess the psychosocial learning of
participants regarding gender stereotypes: sex role, personal learning, formal education,

age and race. Participants preferred men therapists to women therapists for all concerns
but sexual issues where participants preferred a same-gender counselor. Preferences for

men therapists, however, were expressed more often for vocational/academic concerns
and social/interpersonal concerns than personal/intimate problems. Across concerns, sextyped participants (masculine and feminine) tended to express gender preference whereas
androgynous participants did not. Additionally, White and older participants tended to

more often express preference for a man therapist, though there were no demographic

characteristics that were reliably associated with preference for women therapists.
Findings of this study seem to validate prior findings regarding preference for a woman
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therapist for personal/intimate concerns but conflict with others regarding this sample’s

much higher preference for men therapists.
In one investigation into therapist sex-role characteristic preferences between

genders, a non-clinical sample of 36 men and 46 women participants scanned the 300
items of the Adjective Check List (ACL) and indicated which qualities described their
ideal therapist (Greenberg & Zeldow, 1980). The ACL has been shown to have

convergent validity with other methods of defining and studying gender stereotypes
(Williams & Bennet, 1975). Investigators were interested in any consistent gender
differences between definitions of the ideal therapist and to what extent these are

consistent with sex-role stereotypes. Results indicated that men and women participants’

ratings of the ideal therapist significantly differed along 14 of the measure’s 19
dimensions. Generally, men’s preferences were of feminine sex-role qualities and female
participants’ were of masculine sex-role qualities, seemingly replicating the findings of

Feldstein (1979). Men also exceeded women in preferring a heterosexual therapist.

There were no significant differences between those who had and had not previously

been in therapy.
A follow-up contemporary study that replicated this design found similar results
among some dimensions (DeGeorge, Constantino, Greenberg, Swift & Smith-Hansen,

2013). Two-hundred and fifty-eight college undergraduates (one-hundred and fifty-four
women and one-hundred and four men) completed the Adjective Check List, rated their

preference for a man vs. woman therapist and the importance of this preference on a

seven-point Likert scale. Men and women students rated similar top seven qualities.
Beyond those, women participants rated several masculine qualities higher than men
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participants, and men participants rated several feminine qualities higher than women

participants. However, for participants who had therapy history, there were no gender
differences between preferred qualities. Regarding therapist gender preference, the

majority of women expressed preference for a woman therapist while men generally
expressed slight advantage toward a woman therapist, in line generally with previous
findings.
In another study on perceptions of counselors’ sex-role characteristics, 137

undergraduate students (95 women and 41 men in a less racially-homogenous sample;
49% White and 44% Latino) completed a modified version of the Stereotype

Questionnaire (SQ) to only include counseling-relevant characteristics (Adams, Dubsick
& McNeil, 2004). Psychometric information about the SQ could not be located.

Participants were randomly assigned to either indicate their ideal characteristics of a man
therapist, woman therapist or a general therapist (with gender left undefined). Results

indicated that, for men and women participants, therapists in all three conditions were
perceived as being helpful when encompassing relatively equal “male” and “female”

characteristics. This study did not consider presenting concerns.

Another study examined the relationship between therapist gender and therapist
sex role orientation with clients’ perceptions of these therapists (Ametrano & Pappas,
1996). The study utilized 65 Master’s-level counseling trainees (48 women and 17 men).
Trainees’ sex role orientation was measured with the Personal Attributes Questionnaire

(PAQ), which is designed to assess gender-related, desirable instrumental and expressive
qualities. Results of this measure indicate if someone can be categorized as masculine,
feminine, androgynous or undifferentiated, according to the same classifications as the
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Bem typology. The PAQ has acceptable split-half reliability (a = .61 - .80) and construct
validity (Helmreich, Spence & Wilhelm 1981). Clients rated counselor effectiveness
using the CRF-S and counselor satisfaction on a five-point Likert scale. Results indicated

that sex role orientation or gender alone do not adequately account for differences in how
clients perceive their counselors; instead, it is the variables’ interaction that is more

important. Women therapists and feminine counselors scored higher on clients indicating
they would refer friends to them. However, high-masculine men were listed as more

likely to be referred to than low-masculine men therapists. Additionally, high-feminine

women therapists were perceived as less expert than low-feminine women therapists.
Beyond that, there were no additional differences in perceived trustworthiness, expertise

and attractiveness based on gender or sex role orientation. These findings appear to
suggest interesting implications about individual’s reactions to gender non-conforming

therapists, particularly negative reactions to feminine men. While feminine therapists as

a whole received positive evaluations, it appears that feminine men may face some
negative evaluations, highlighting the notion that the interaction between gender and sex

role is important to consider.
Clinical populations. In a clinical study, researchers used the same written

descriptions of man and woman masculine, feminine and androgynous therapists as
Highlen and Russell (1980) with 107 (60 women and 47 men) university counseling
center clients (Blier et al., 1987). Participants were given a list of 23 typical client

concerns, derived from a combination of previous research and authors’ clinical
experience, randomly assigned either the male or female therapists of the three given sex

roles and asked to rate their willingness to see the therapist for each concern on a seven
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point Likert scale. As a result of factor analysis, presenting concerns were divided into
four categories: (1) personal (e.g., relationship, depression), (2) assertiveness, (3)

vocational, and (4) academic. Results indicated that feminine therapists, regardless of

gender, were rated higher than masculine therapists for personal concerns, whereas the
reverse was true for assertiveness concerns. For academic concerns, the masculine and
androgynous therapist were rated higher than the feminine. Client gender, therapist

gender and client sex role were not shown to significantly influence willingness ratings.
In another clinical study, 210 Australian clients (106 women and 104 men) of a

Family Court system were asked to rate preference along a 7-point Likert scale for the
same written descriptions of man and women masculine, feminine and androgynous

therapists as used in Highlen and Russell (1980) (McKinnon, 1990). Client sex role was
not gathered in this study. Counselor gender was randomly assigned as was the order of

counselor sex role type administered. Results indicated that men and women clients rated
androgynous and masculine men therapists significantly more favorably than they did
feminine and women therapists. These different findings may be due to the differences in

participant demographics with this study being actual community mental health clients
with a mean age of 35 and previous studies being primarily mock scenarios using
undergraduate non-clients. This may also speak to a greater level of sexism than was

espoused by prior samples of undergraduate women.

Overall, the previous literature involving both clinical and non-clinical samples
appears to indicate the importance of considering variables more nuanced than gender

itself in understanding individuals’ preferences for therapist gender. Therapist sex role
appeared to predict participants’ preferences on a relatively consistent basis. In several
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samples, participants preferred feminine therapists regardless of therapist gender. In
others, masculine therapists were preferred. Additionally, in a number of samples, men

expressed preference for therapists embodying feminine characteristics while women
expressed preference for therapists embodying masculine characteristics, which would

seem to contradict regular findings of women’s preferences for women therapists. While
these findings may have different explanations, one of the more concerning is that the

psychometric properties of the primary measure used, the BSRI, have been strongly

called into question in the decades following.
Measurement concerns. In one study, authors sought to re-examine the BSRI
nearly 20 years after its publication for the reliability of its factor structure and the

validity of the measure of capturing then-current social perceptions of femininity and
masculinity in American culture (Ballard-Reisch & Elton, 1992). Participants were

comprised of 256 individuals (156 women and 100 men, ages 12-65) from a moderatelysized urban community in the western US. All participants completed the BSRI as they

described themselves and then completed a modified version of the BSRI (authors did not
describe how the measure had been modified) and indicated their assessment of the sex

role placement of each item as well as its valence (positive, negative or neutral). Results

indicated that reliability levels for the three sex-role factors were acceptable (a = .78 .86). However, in the modified measure, there was little agreement among participants

about what items were classed as masculine or feminine.
In another study, 371 undergraduate students (273 women and 98 men) completed
the BSRI and then reviewed each item and listed it as masculine, feminine or neutral

(Hoffman & Borders, 2001). There was marked difference in classification of individuals
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depending on if they used the Long or Short form and depending on the two scoring

methods. Only one item on the masculine scale and feminine scale reached an acceptable

level of agreement; all others did not. These findings may indicate that the BSRI is no

longer a relevant measure for studying sex/gender roles and should be used and
interpreted with caution. This may account for some of the inconsistent findings in
preference for sex roles. However, given that sex role itself appeared to consistently

significantly relate to participants’ preferences, rather than negating the results entirely
and abandoning the concept of gender conformity in this context, it is important to
consider the construct with more contemporary, validated measures.

Men’s gender role socialization
One of the areas in the study of preference for therapist gender that has received
relatively lesser attention thus far is men’s preferences. There are no quantitative,
empirical studies to date to focus exclusively on men’s preferences for therapist gender.
Given men’s under-utilization of therapy, it is imperative to understand men’s

preferences to increase chances for engagement and retainment (Addis & Mahalik, 2003).
Findings from mixed samples generally appear to indicate that men are less likely to

express a preference than women but a sizable minority in most contemporary samples
expresses preference for a woman therapist. Interestingly, one of the leading
expectancies informing gender preference as previously described is the belief that the

therapist will have a better subjective understanding of the client’s experience. However,
this would not seem to fit as an explanation for men’s preferences. Another factor as
previously described is the anticipation of increased comfort. This may make sense

within the context of men’s gender role socialization, which will be explored in further
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detail in the sections to come, and allow for an investigation of men’s gender preference
using contemporary, validated measures of gender conformity.

Men’s gender role socialization refers to the way in which men learn gendered

behavior and attitudes based on cultural values, norms and ideals that are communicated
to them (Addis & Mahalik, 2003). In the middle portion of the 20th century, the
prevailing theory on men’s gender role socialization was the gender role identity

paradigm (Levant, 1996). The gender role identity paradigm, within the context of men,
theorizes that there is an essentialist, objective masculinity, rooted in biology that exists

across culture and time (Levant, 1996). Further, the paradigm considers that men’s

optimal personality development is achieved when a man forms an identity that is
congruent with his gender role (Thompson & Pleck, 1995). In other words, men who do
not embody the ideals of masculinity (for example, men who are homosexual or

bisexual), are considered to have failed somewhere in their healthy gender role
development (Levant, 1996).
In the latter portion of the 20th century, however, a new paradigm of men’s gender

role socialization emerged, which appeared to provide a more broadly-inclusive,
culturally-informed theory and a better fit for men’s lived experiences: Pleck’s gender

role strain paradigm (O’Neil, 2015). In contrast to the gender role identity paradigm for
men, in the gender role strain paradigm, masculinity is viewed as a social construction
that is developed and maintained, through an intricate social process that varies according

to cultural context, with the general aim being to maintain gender-based power structures
that are designed to benefit men (O’Neil, 2015). In this process, expectations are

imposed on young boys by individuals who subscribe to the prevailing gender ideology,

59

such as parents, teachers and peers (Pleck, 1995). As men develop, then, they experience

various messages in which they are taught, explicitly or implicitly, what is “appropriate”
affect, behavior and cognition for a man, and also receive varying intra- and interpersonal
reinforcement and punishment for adhering to these expectations as they develop. The

degree to which an individual man constructs and adheres to different aspects of his

gender role, then, is dependent on a complex, interactional network of individual (e.g.,
personality, temperament) and environmental characteristics (e.g., family norms,
geographic location) (Levant, 1996). Given that masculinity then is theoretically

constructed in large part to uphold gender-based power structures, men are socialized to
value self-reliance, toughness, competitiveness and emotional control, all qualities which
maximize men’s opportunities to possess social power (Addis & Mahalik, 2003; Levant
& Richmond, 2007). These expectations, however, can frequently be contradictory or
confusing for men. For example, men’s gender roles dictate that they are to behave with

honor and courtesy toward women while also being powerful and possessing great sexual
prowess (Thompson & Bennett, 2015). For men, this kind of gender role strain is
theorized to occur in three different ways: discrepancy strain, trauma strain and

dysfunction strain (O’Neil, 2008). Discrepancy strain refers to the negative social or
psychological consequences that can occur when a man does not embody certain
masculine norms (O’Neil, 2008). Trauma strain refers to the complications that can

occur in men’s gender role development following traumatic events, such as the loss of a
parent at a young age, or refer to the sometimes-traumatic experience of gender role

socialization for some men (O’Neil, 2008). Dysfunction strain refers to the negative
social or psychological consequences that can occur when a man conforms to certain
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masculine norms, such as emotion suppression or denial (O’Neil, 2008). In order to

operationalize men’s experience of this gender role socialization, researchers within the
psychology of men have defined three distinct constructs that capture related, but distinct,
elements of this socialization - traditional masculinity ideology, masculine norm
conformity and gender role conflict. These phenomena may provide explanation for the

expected discomfort that men feel engaging in therapy with another man due to the

violation of gender norms and thus express preference for a woman therapist. However,

that relationship has never been empirically tested. These masculinity constructs have

been shown in various studies, though, to predict other kinds of therapy-related decision

making for men in various contexts. Reviews of these constructs, and the therapy-related
studies that utilize them, are covered in the following section.

Traditional masculinity ideology
Traditional masculinity ideology refers to the internalized belief system men
espouse about appropriate behavior based on culturally-defined expectations about how

men “ought” to be (Levant, 1996). Men’s gender roles are generally determined by this
prevailing cultural script of how they should behave as a product of their biological sex
(Levant, 1996). This script is theorized to function sociologically as a means of both

guiding men toward behaviors that will serve them in roles across culture (e.g., worker,
soldier) and to uphold gender-based power structures that privilege these same ostensibly

White, upper-class, heterosexual, able-bodied men (Wong & Wester, 2016). Factor
analysis from leading measures on traditional masculinity ideology have identified seven

distinct constructs that are a part of this ideology primarily among White men in the

Western world. Traditional masculinity ideology tends to value the avoidance of
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femininity, emotional restriction, toughness and aggression, self-reliance, status,

objectification of women and homophobia (Levant, 1996). However, as masculinity

ideology is ultimately unique to cultural context, there is not a universal set of values for
all men (Addis & Mahalik, 2003).
Greater endorsement of the beliefs and values inherent in traditional masculinity

ideology has shown to be correlated with higher levels of multiple different physical and
mental health problems in men, including smoking and substance abuse (Courtenay,

2000), risky sexual behavior (Locke, Newcomb & Goodyear, 2005), negative attitudes
toward women (Kilianski, 2003), family conflict (Boyraz & Sayger, 2009), loneliness

(Blazina, Eddins, Burridge & Settle, 2007) and aggression (Jakupcak, Tull & Roemer,
2005).
Various studies have utilized the construct of traditional masculinity ideology in
relation to therapy-related variables. Most studies, however, have used it in concert with

other masculinity variables. These studies will be reviewed later in this section. Only
one study appears to have investigated traditional masculinity ideology alone in relation

to psychological help-seeking behavior. This study was designed to assess how

individuals perceive the relative masculinity or femininity of a fictitious man based on his

sexual orientation and decision to seek, or not seek, help for a psychological problem
(McCusker & Galupo, 2011). In the course of this study, 403 participants (292 women

and 111 men) completed the Attitudes Toward Seeking Professional Psychological Help

Scale-Short Form (ATSPPHS-SF) and the Male Role Norms Inventory-Revised (MRNIR). The ATSPPHS-SF is a shortened, 10-item version of the full ATSPPHS measuring
individual’s attitudes toward seeking psychological help. Individuals respond to items on
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a 4-point Likert scale. The ATSPPHS-SF displays a .87 correlation with the full measure
(Fischer & Farina, 1995). The MRNI-R is a 53-item measure that assesses belief in

traditional masculinity ideology. The reliability of MRNI-R subscales ranges from r =

.75-.87 (Levant et al., 2007). The measure also displays acceptable construct validity,
demonstrating moderate correlations with related variables, such as gender role conflict
(Berger, Levant, McMillan, Kelleher & Sellers, 2005). Participants rated the hypothetical

man’s gender conformity according to descriptors in the BSRI. While the man’s sexual
orientation and help-seeking behavior did not significantly correlate with participants’
perception of his masculinity or femininity, participants’ endorsement of traditional
masculinity ideology was a significant negative predictor of their own attitudes toward

seeking psychological help.

Masculine norm conformity

Masculine norm conformity refers to the extent that a man conforms with his
thoughts, actions and emotions to the previously-described culturally-defined masculinity

ideology (Mahalik et al., 2003). Leading measures of norm conformity have identified
distinct dimensions of masculinity ideology in which men may vary in their conformity:

emotional control, social dominance, risk-taking, violence, self-reliance, physical
toughness, dominance over women, sexual prowess, primacy of work, homophobia and

heterosexual self-presentation (Parent & Moradi, 2011).

Conformity to masculine norms has shown to be related to a few social
advantages and a large number of disadvantages for men. Men who display greater

levels of conformity tend to show certain strengths, such as adhering to exercise regimens
for depression (Mahalik & Rochlen, 2006) and higher levels of endurance (Hammer &
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Good, 2010). However, men who exhibit greater levels of conformity also tend to

engage in higher health risk behaviors, such as drug and alcohol use and smoking,
(Mahalik, Lagan & Morrison, 2006), exhibit higher levels of aggression (Steinfeldt,

Rutkowski, Orr & Steinfeldt, 2012) and experience higher levels of depressed mood
(Syzdek & Addis, 2010) and body image distress (Kimmel & Mahalik, 2005).
In relation to therapy, one study utilizing a non-clinical sample considered the

way in which masculine norm conformity predicts men’s responses to depression
(Mahalik & Rochlen, 2006). One-hundred and fifty-three undergraduate men completed
the Conformity to Masculine Norms Inventory (CMNI) and indicated, on a four-point
Likert scale, how likely they would be to engaging in twenty different hypothetical

responses to experiencing a major depression episode. The CMNI is a 94-item measuring
individual’s conformity to dominant US norms of masculinity. Participants respond to

items on a four-point Likert scale. The measure’s internal consistency estimates range
from a = 75-.91 (Mahalik et al., 2003). Responses were brainstormed by authors; some

included contact with mental health professionals, others did not. Pearson correlations
indicated that higher CMNI scores were significantly related to less willingness to talking

to one’s wife/partner about the problem and contacting a therapist. Canonical

correlations demonstrated that the specific CMNI factors of violence, power over women,
dominance, playboy, disdain for homosexuals and pursuit of status were related to lower
likelihood for talking to one’s partner and contacting a therapist. Emotional control was
related to lower likelihood to talking to one’s partner only.

A mixed-method study using a community sample of 85 men, ages 19-77, pre
screened as experiencing psychological distress according to the Harvard National
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Depression Screening Scale and Psychiatric Diagnostic Screening Questionnaire,

completed semi-structured interviews on their experience and beliefs toward
psychological concerns and help-seeking, including based on the source of their referral
to therapy (Berger, Addis, Green, Mackowiak & Goldberg, 2013). Participants also
listened to three audio recordings of an actor playing the role of a romantic partner,

doctor and therapist, suggesting that the participant seek mental health treatment.
Participants then participated in the Response to Mental Health Rating System
(RMHRS), Articulated Thoughts in Simulated Situations (ATSS) paradigm and

completed the CMNI-55 and Help Seeking Behavior Scale (HSBS). The RMHRS is a set

of guidelines for describing individuals’ reactions to mental health treatment. The HSBS
is a 33-item measure assessing individuals’ current and historical health-seeking
behavior. Both measures were developed by the authors for this study; psychometric

properties were not reported. One-way Pearson correlation analysis indicated that higher
masculine norm conformity was significantly related to worse attitudes to psychotherapy

and medication. The factor of self-reliance was significantly related to negative attitudes
toward medication. The factor of pursuing women was significantly related to negative
attitudes toward therapy. Further, based on masculine norm conformity, men’s reactions

to the suggestion to seek help were most positive when coming from a therapist, followed
by a doctor and most negative when coming from a partner.

Another study sought to understand the relationship between conformity to
masculine norms, stigma and attitudes toward help-seeking in a diverse group of men

(Hammer, Vogel & Heimerdinger-Edwards, 2013). Four-thousand, seven-hundred and

fourty-eight men, recruited via advertisement on websites of diverse male communities,
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ages eighteen to seventy-nine, 72.7% White, from diverse geographic communities (rural,
suburban and urban), education levels (high school diploma to graduate degree) and

income (< $30,000/year to > $75,000/year). 42.8% met clinical cutoff for depression

according to the Center for Epidemiological Studies Depression scale. Participants
completed the CMNI-22, Self-Stigma of Seeking Help scale (SSOSH) and ATSPPHS.
The SSOSH is a 10-item measure assessing individual’s perceived self-stigma for
seeking psychological help. Participants respond to items on a five-point Likert scale.

Internal consistencies for this measure have ranged from a = .80-.92 and it has

demonstrated good convergent validity for related constructs, such as attitudes toward
and intention to seek counseling (Vogel, Wade & Haake, 2006). Within the sample, men
from rural communities endorsed significantly greater conformity to masculine norms

than those in urban communities. Men of graduate-level education also endorsed

significantly lower levels of masculine norm conformity than those at all other education
levels. For men in rural areas, masculine norm conformity had a stronger connection to

self-stigma than for men in other geographic communities. There was no such difference
for attitudes toward seeking help. Men with postgraduate education had a significantly

weaker connection between masculine norm conformity and self-stigma than did men of
all other education levels. As before, there were no such differences for attitudes toward
seeking help. There were no differences among income levels for strength of masculine

norm conformity and either self-stigma or attitudes.
These prior findings highlight how higher levels of masculine norm conformity,

especially in certain factors, appear be active in preventing men from seeking therapy,
particularly in the way that they activate men’s self-stigma.
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Other studies have considered whether the labeling of therapy makes a difference.
One investigation considered the way that men’s gender norm conformity predicts

response to therapy based on if it is framed as therapy or executive coaching (McKelley
& Rochlen, 2010). Two-hundred and nine adult working men, ages twenty-one to

seventy, selected one of three pre-determined presenting concerns that they experience at

their workplace. They then read a brief case vignette involving this concern and listened
to a five-minute audio session between client and practitioner. Participants were
randomly assigned to having the session framed as a therapy session or an executive

coaching session. Following, participants completed the ATSPPHS, Stigma Scale for

Receiving Psychological Help (SSRPH) and CMNI. The SSRPH is a five-item measure

assessing individual’s perceived stigma for receiving psychological help. Participants
respond to items on a four-point Likert scale. The measure has shown to have internal
consistency estimates of a = .71-.72 and good construct validity given negative

correlations with scores on the ATSPPHS (Komiya, Good & Sherrod, 2000). Overall,
participants endorsed relatively positive attitudes toward therapy and executive coaching
and this did not differ by CMNI score. However, higher CMNI scores did significantly

relate to higher levels of stigma, and participants endorsed greater stigma for sessions
framed as therapy as opposed to executive coaching.
Other studies have considered the relationship between masculine norm
conformity and therapy process. One clinical study utilizing 114 women and 47 men

clients from a university counseling center had participants complete the CMNI and

respond to 2 open-ended questions about what qualities and actions from their therapist
they found helpful (Owen et al., 2010). Responses were coded according to Tracey’s 13-
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factor model of common factors. Interestingly, those with greater masculine norm
conformity expressed greater preference for complementary characteristics and actions
from their therapist, such as relationship or insight-oriented approaches, as opposed to

information-oriented approaches. Participant gender in and of itself was not significantly

related to perceptions of helpful actions, providing additional support for the notion that

gender conformity may be a more helpful variable in understanding individuals’ therapy
preferences than gender alone. This may also provide some context for men’s expressed
preferences for women therapists in different scenarios.

Another clinical study using mixed-methods involved 76 men, ages 19-63,
currently in therapy and recruited through flyers in the community (Richards & Bedi,

2015). Most men were addressing issues of anxiety or depression in therapy;
approximately half were seeing a man and half seeing a woman therapist. Participants

completed the CMNI along with a Critical Incident Questionnaire developed by the
authors that prompted participants to provide detailed, qualitative description on any
incidents in therapy that participants believed harmed the therapeutic process. Results

were analyzed and coded by researchers into seven primary categories, including the

participant believing the therapist or approach was not the right fit, feeling pressured by
the therapist and having skepticism about the effectiveness of therapy. Interestingly,
there were no significant correlations between participants’ masculine norm conformity

and endorsement of any particular critical incident category. There were also no

significant differences in participants’ endorsement of therapy-damaging behavior based

on their therapist’s gender. As such, based on the limited data available, masculine norm
conformity appears to play a role in helping us understand about perceived helpful

68

behavior in therapy, but may play less of a role in helping us understand about perceived
harmful behavior.

Gender role conflict
Finally, gender role conflict refers to the distress a man experiences when he faces
dilemmas that lead him to either act in ways that violate gender role norms or to limit and

devalue himself and others (O’Neil, 2008). Depending on the context, gender role

conflict can occur when men conform to, or deviate from, the gender norms as defined by
prevailing masculinity ideology (O’Neil, 2013). Men often face this distress in a variety

of situations, including at gender role transitions (e.g., puberty, fatherhood), and can

experience this distress due to conflict between their behaviors, thoughts and emotions
and prevailing gender role expectations for men (O’Neil, 2008). Men may experience
this distress due to explicit messages they receive in their environment or through their
own intrapersonal distress based on messages that they have internalized (O’Neil, 2008).

Gender role conflict is conceptualized as occurring within men along four levels: the

behavioral, cognitive, affective and unconscious levels (O’Neil, 2008). At all levels, men
may experience gender role conflict through gender role devaluations, gender role
restrictions and gender role violations (Wong & Wester, 2016). Gender role devaluations

occur when men are critical of self or others for conforming to, or deviating from,
masculinity ideology. Gender role restrictions occur when men are limited to only

stereotypical or constrictive behavior as delineated by traditional masculinity ideology.
Finally, gender role violations occur when individuals are either harmed, or harm others,
due to sexism or destructive norms of masculine ideology (Wong & Wester, 2016).

Empirical data has demonstrated that the contextual domains in which men traditionally
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face conflict between gender roles and their decision-making are when pertaining to
competition, power and success, affectionate behavior with other men, displays of
emotionality, and relationships between work and family (O’Neil et al., 1986).

A robust body of literature within the past few decades has demonstrated that
gender role conflict consistently correlates with various conditions that diminish men’s
quality of life, including increased levels of depression (Wolfram, Mohr & Bochert,
2009), anxiety and stress (Szymanski & Carr, 2008), higher levels of alcohol and
substance abuse (Good et al., 2006), lower levels of relational intimacy with other men

(Sharpe, Heppner & Dixon, 1995), higher levels of marital dissatisfaction (Windle &
Smith, 2009), internalized oppression (Szymanski & Ikizler, 2013) and higher levels of
stereotyping and bias against sexual and racial minorities (Walker, Tokar & Fischer,

2000).
In one of the first studies to establish the relationship between gender role conflict

and attitudes toward seeking psychological help, a sample of 397 undergraduate men

completed the GRCS, CES-D and ATSPPHS (Good & Wood, 1995). The GRCS is a 37item measure that assesses negative cognitive, behavioral and emotional consequences of

conforming to or violating male gender-role norms. Participants respond to items along a
six-point Likert scale. The measure has demonstrated test-retest reliability from r = 72.
.86 and internal consistency of a = .89 The measure displays significant correlations with
related constructs, such as masculine norm conformity (O’Neil, 2008). Study results

indicated a strong, significant positive correlation between gender role conflict and

depression and a strong, significant negative correlation between gender role conflict and
attitudes toward seeking help. Results of this study also suggested that the factors of
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Restrictive Affectionate Behavior Between Men (RABBM), Restrictive Emotionality
(RE) and Success, Power and Competition (SPC) are more strongly related with help

seeking attitudes while SPC and Conflict Between Work and Family Relations (CBWFR)
are more strongly related with depression.

While it might be assumed that men with higher levels of gender role conflict
espouse more negative attitudes toward therapy due to the shame they experience as a

result of therapy violating gender norms of toughness and self-reliance, one study sought
to empirically test that (Thompkins & Rando, 2003). A non-clinical sample of 343 male
college students completed the GRCS and the Internalized Shame Scale (ISS). The ISS

is a 30-item measure assessing self-reported shame experiences. Participants respond to

items on a five-point Likert scale. Internal consistency has been measured at a = .97
(Ryback & Brown, 1996). For the study, regression analysis indicated that all factors of
the GRCS significantly predicted internalized shame in participants, particularly

Restrictive Emotionality and Conflicts between Work and Family Relations.

Other studies considered ways in which gender role conflict might be related to
men’s attitudes toward different styles of therapy. In one study utilizing a non-clinical

sample, 164 college men completed the GRCS, were randomly assigned to watch 10minute video clips of sessions of a male therapist that were either cognition- or emotionfocused and then completed the ATTSPPH (Wisch, Mahalik, Hayes & Nutt, 1995).
ANOVA results demonstrated that, to begin with, men higher in gender role conflict

expressed worse attitudes toward psychological help than those with lower gender role
conflict. However, within men of higher gender role conflict, those that watched an
emotion-focused session expressed significantly worse attitudes than those who watched
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a cognition-focused session. This may provide some evidence for the distress at
femininity (e.g., focus on emotions) that men of higher gender role conflict experience
that prevents them from pursuing therapy.
In another study, a non-clinical sample of 301 undergraduate men were randomly

assigned to watch 1 of 2 12-minute mock career counseling sessions that differed in
therapeutic approach (Rochlen & O’Brien, 2002). One utilized a person-environment fit
approach, the other a psychodynamic approach. Following the video, participants

completed the GRCS, Attitudes Toward Career Counseling Scale (ATCCS) CRF-SF and
the Counseling Approach Evaluation Form (CAEF) and indicated whether they would be

interested in signing up for an individual career counseling session of the kind they had
viewed. The ATCCS is a 16-item measure assessing individuals’ attitudes toward career

counseling. Participants respond to items on a four-point Likert scale. Internal
consistency estimates range from a = .80-.90 (Rochlen, Mohr & Hargrove, 1999). The

CAEF is a six-item measure that assesses preference for style of counseling. Participants
respond to items on a seven-point Likert scale. Internal consistency estimates have
ranged from a = .93-.96. (Lyddon, 1989). For the study, correlation results indicated that

men overall preferred a more directive approach to career counseling over a more

contextual, emotionally-oriented approach, but that this preference was not moderated by
level of gender role conflict. The only variable that significantly (and negatively)

correlated with willingness to participate in the individual counseling session was the
Restrictive Affectionate Behavior Between Men subscale of the GRCS, again

demonstrating the relevance of this subscale in understanding men’s therapy-related

decision making.
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Another study considered the role that gender role conflict plays in men’s
reactions to psychological help based on the format and description of the services, as
well as participants’ perception of the therapist’s power (Blazina & Marks, 2001). A

non-clinical sample of 128 college student men, who had no prior mental health

treatment, read one of three therapy brochures: (1) individual therapy, (2)
psychoeducational workshop, and (3) men’s support group. Participants filled out the

GRCS, ATTSPPH and Measure of Interpersonal Power (MIP). The MIP is an 11-item
measure in which participants respond to items along a 7-point Likert scale. Reliability
for the measure ranges from a = .89-.90 (Garrison & Pate, 1977). Study results indicated
that participants with higher GRCS scores had significantly greater negative attitudes
toward all three brochures, but particularly for the men’s support group. This likely
makes sense within the context of these participants’ greater discomfort at connecting
emotionally with other men. Further, men with higher gender role conflict perceived the

therapist as significantly more powerful than those with lower conflict. This kind of
threat to dominance, or resulting shame, may explain some of high-GRC men’s distress

at seeking therapy, particularly from a man provider.
Another analogue study utilized the variable of therapy labels, specifically for the
mental health providers (counselor vs. psychologist), setting (mental health clinic vs.

counseling center) and treatment (problem-focused vs. feeling-focused) (Wahto & Swift,
2016). One-hundred and sixty-five undergraduate men were presented with a written

clinical vignette of a man experiencing a major depressive episode. Participants were
randomly assigned to therapy being described by the aforementioned descriptors.
Participants then completed the GRCS, Inventory of Attitudes Toward Seeking Mental
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Health Services (IATSMHS), SSHS and SSRPH. The IATSMHS is a 24-item measure
where participants rate items along a 5-point Likert scale. Internal consistency for the

measure has been reported at a = .87 and test-retest reliability from r = .64-.91
(Mackenzie, Knox, Gekoski & Macaulay, 2004). ANOVA results indicated that men of

higher gender role conflict endorsed greater stigma and worse attitudes toward therapy
but this did not differ significantly between any labels used, suggesting that the naming

of these particular components of therapy may not be an important variable in men’s
therapy-related decisions.
Using a clinical population, another study considered specifically the Restrictive

Emotionality (RE) subscale of the GRCS, along with alexithymia, perceptions of therapy
helpfulness and bond with the therapist in terms of their relation to men’s attitudes

toward future psychological help-seeking (Cusack, Deane, Wilson & Ciarrochi, 2006).

Alexithymia is defined as “difficulty experiencing, fantasizing, thinking about, and
expressing one’s emotions” (Berger et al., 2005). Participants were 73 Australian men,
ages 21-69, currently in or having recently completed therapy. Participants completed
the General Help-Seeking Questionnaire (GHSQ), the Bond subscale of the WAI, the RE

subscale of the GRCS and the Toronto Alexithymia Scale-20 (TAS-20). The GHSQ is a

measure assessing help-seeking intentions for a range of concerns. Participants respond
to items on a seven-point Likert scale. Test-retest reliability has been shown at r = .86

.92; the measure also displays good convergent validity with related constructs (Wilson,

Deane, Ciarrochi & Rickwood, 2005). The TAS-20 is a 20-item measure in which
participants respond to items on a 5-point Likert scale. Internal consistency has been

shown at a = .85 and the measure displays good convergent validity with related
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constructs (Bagby, Taylor & Parker, 1994). For the study, regression analysis results

indicated that RE inversely predicted perceptions of treatment helpfulness. Interestingly,

however, it was not a significant predictor of future help-seeking intentions as in prior
studies. Instead, bond and treatment helpfulness were the strongest predictors of future

help-seeking. These findings seem to underscore the importance of taking steps in the
early stages of therapy to engage men, as the bond formed, along with perception that the

treatment is helpful, positively predict future help-seeking intentions.

Another study sought to understand the relationship between gender role conflict
and men’s expectations about counseling (Schaub & Williams, 2007). A non-clinical

sample of 171 undergraduate men completed the GRCS and the Expectations About
Counseling-Brief form (EAC-B). The EAC-B is a 66-item measure, comprised of 3

factors (Personal Commitment, Facilitative Conditions and Counselor Expertise) in

which participants respond to items along a 7-point Likert scale. Internal consistency has
been shown at a = .69-.82 and the measure displays good predictive validity (Tinsley et
al., 1991). For the study, canonical correlation results showed that men high in the

factors of Restrictive Emotionality, Restrictive Affectionate Behavior Between Men and
Achievement/Competition had higher expectations that the counselor would be an expert

therapist and had lower expectations of taking personal responsibility in the counseling

process. These findings seem to provide additional evidence for the importance of
engaging men with high gender role conflict for their preferences at intake, including for

therapist gender, as their expectancies for their therapist are high. This may be an
opportunity to develop a collaborative therapist assignment and, with the attention
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devoted to the process, will likely increase expectancies for improvement through therapy
and thus increase retainment for a difficult-to-engage population.
Finally, an additional study considered the contextual nature of gender role
conflict, specifically by investigating whether priming affected participants’ GRCS
scores (Jones & Heesacker, 2012). A non-clinical sample of 158 undergraduate men

were randomly assigned to either a control condition in which they only filled out the

GRCS, or an experimental condition in which they watched one of six two-to-fourminute video clips of a well-known comedian performing a bit about a topic relevant to
masculinity and then completed the GRCS. Participants assigned to an experimental

condition displayed significantly lower GRCS scores than those in the control condition.
The exact mechanisms at work through the priming are not entirely clear; however, this

may provide some evidence supporting the notion of attending to men’s preferences for
therapist gender in an in-depth manner, as previously suggested by broader preference

assessment models. Engaging men’s beliefs about masculinity may actually lead to an
increase in their malleability to engage in therapy and process their therapist preference

to optimize assignment.

Interactions
Additional studies have considered ways in which these masculinity variables

interact with one another- and other variables- to explain various therapy-related
phenomena. One study considered how both traditional masculinity ideology and gender

role conflict, along with alexithymia and age, influence men’s attitudes toward help
seeking (Berger et al., 2005). Researchers utilized a non-clinical sample of 155 men,
ages 18-88, who completed the GRCS, MRNI-R, Bermond-Vorst Alexithymia
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Questionnaire (BVAQ) and ATSPPHS. The BVAQ is a 20-item measure that
participants respond to along a 5-point Likert scale. The measure has displayed
acceptable reliability and convergent validity with the TAS-20 (Vorst, 2001). Study

results suggested that traditional masculinity ideology was a stronger predictor of

negative attitudes toward help seeking than gender role conflict. The only subscale of the

GRCS that significantly predicted attitudes was Restrictive Affectionate Behavior
Between Men. These findings lend additional credence to the idea that these masculinity

variables are measuring related, but ultimately distinct, constructs. Age had a significant,
negative correlation with attitudes, indicating that older participants had more positive

attitudes. Alexithymia was not a significant predictor of attitudes.
Another study considered the relationship of traditional masculinity ideology and
gender role conflict to attitudes toward help-seeking within the context of one mediator,
self-stigma, and four moderators: depression, self-efficacy, precontemplation and barriers

to help-seeking (Levant, Stevanov, Rankin, Halter, Mellinger & Williams, 2013). Six-

hundred and fifty-four men, ages eighteen to eighty-one, were recruited through
advertisement in online men’s communities (e.g., message boards, etc.) and completed
the MRNI-R, GRCS, SSOHS, ATSPPH, General Self Efficacy scale, Precontemplation

scale, BHSS and a NIMH Depression measure. Results indicated that self-stigma

partially mediated the relationship between traditional masculinity ideology and attitudes
toward help-seeking, but fully mediated the relationship between gender role conflict and

attitudes. None of the hypothesized moderators significantly moderated the relationship
between gender role conflict and attitudes toward help-seeking. This suggests that self

stigma is a relevant variable in our understanding of how masculinity variables relate to
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men’s attitudes toward help-seeking, but particularly so for gender role conflict. Self
efficacy did not act as a significant moderator for either masculinity variable but the
remaining three moderators did reach significance. Depression and precontemplation

significantly moderated traditional masculinity ideology’s relationship with attitudes and

barriers to help-seeking moderated ideology’s relationship both with attitudes and self

stigma, suggesting the ongoing importance of considering these variables when

addressing traditional masculinity ideology and men’s help-seeking behavior.
A third study considered the relationships between select factors of traditional
masculinity ideology, masculine norm conformity and gender role conflict with attitudes-

as operationalized by value, stigma and willingness- toward career counseling (Graef et

al., 2010). A non-clinical sample of 179 undergraduate men (86% White) completed the
MRNI-R, the CMNI, the GRCS, the ATCCS, and a brief, 2-item measure indicating, on a

4-point Likert scale, willingness to seek career counseling. Regression analysis indicated

that, for traditional masculinity ideology, restrictive emotionality and avoidance of
femininity emerged as the strongest predictors of negative attitudes. For masculine norm
conformity, self-reliance and emotional control emerged as the strongest predictors of

negative attitudes. Gender role conflict was a significant but weaker overall predictor of
attitudes toward career counseling, with the specific factor of restrictive emotionality

emerging as a significant predictor. A full hierarchical regression including all three
masculinity constructs demonstrated significant increases in explained variance for all

three components of attitudes toward career counseling, providing further evidence that
these are three distinct constructs within the context of men’s gender roles and therapy.
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A final study analyzed whether masculine norm conformity, gender role conflict,
self-stigma and attitudes toward therapy predicted men’s preferences for therapeutic
orientation (Cole et al., 2019). A non-clinical sample of 315 men recruited online, ages

18 to 65, predominantly White (79%) and straight (87%), completed the CMNI-46,
GRCS, ATSPPHS-SF, SSOSH, CAEF and the Preferences for Psychotherapy
Approaches Scale-Revised (PPAS-R). The PPAS-R is a measure that presents vignettes

of three therapeutic orientations (psychodynamic, person-centered and cognitivebehavioral), followed by four questions assessing participants’ preferences for these
modalities (Petronzi & Masciale, 2015). Internal consistency estimates have ranged from

a = .88-.92 between vignettes (Petronzi & Masciale, 2015). For the purposes of this

study, a vignette on PPMT was added by researchers and validated by three expert
psychologists in the domain of positive masculinity (Cole et al., 2019). Results indicated

that, across therapy modalities, age, attitudes toward therapy and gender role conflict (but
not masculine norm conformity) significantly predicted decreased preferences for

therapy. Self-stigma was a significant predictor of decreased preference only for person

centered therapy. These findings suggest that gender role conflict may be a particularly

relevant aspect of gender role socialization in understanding men’s preferences for
therapy and that issues of shame and stigma may be most activated when men are

presented with person-centered therapy.
Summary

This review of the literature provides an overview for some findings, along with
some information that is unclear or little-researched, related to clients’ therapy
preferences, their preferences for therapist gender, gender as a construct, men’s gender
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role socialization and how this socialization can interface with men’s lives and therapy.

Overall, there is consistent evidence that demonstrates that attending to all types of
clients’ therapy preferences in a collaborative, thorough manner is associated with better

therapy outcomes. When it comes to therapist characteristics, client’s most frequently-

expressed preference is for the gender of their therapist. Over the past approximately 60
years, descriptive studies of this preference have produced some mixed results on the
incidences of preference and for which gender. However, in most contemporary samples,

approximately 40% of women and 20-30% of men will endorse a gender preference for a
personal or emotional concern. In these cases, men and women tend to express

preference for a woman therapist. There are also some findings that suggest that Men of

Color’s preferences may be generally stronger than those of White men for women

therapists in contemporary samples. There is little known, however, about the variables
that inform clients to have such preferences, which is important information for optimal

negotiation of client preferences. Limited findings suggest that they may be related to
individuals’ anticipated comfort or to the belief that the therapist will better understand

their experience. These findings, however, have minimal representation from men’s
voices. Further, the majority of this research on gender preference has been conducted
from a binary conceptualization of gender, with little attention to within-gender
variability. There was a period of scholarship in the 1970s and 1980s during which

gender preference was considered through a non-binary perspective with Bem’s sex role
framework, which classed individuals as masculine, feminine, androgynous or
undifferentiated regardless of their sex assigned at birth. Findings from these studies
suggested that sex role of therapist and client was often a better predictor of preference
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than therapist or client sex. However, Bem’s theory conceptualized gender from an

essentialist paradigm that views masculinity and femininity as universal traits, which
today carries low empirical or practical applicability to a diverse population. The

measure to assess sex role has also demonstrated poor psychometric properties in

contemporary samples. As such, there is a particular need to better understand the nature

of men’s preferences for therapist gender within the context of a contemporary, wellvalidated gender role framework.

Contemporary men’s gender role socialization is primarily conceptualized
through a gender role strain paradigm, which asserts that masculinity is a social
construction that is developed and maintained through an intricate social process that

varies according to cultural context (Pleck, 1981). In this process, expectations are
generally imposed on boys and men by individuals and groups who subscribe to the
prevailing gender ideology. The degree to which an individual man adheres to different

aspects of masculinity, then, is dependent on a complex interaction of individual and
environmental characteristics. Men’s adherence to their gender role in this paradigm is

generally measured through three related, but distinct, constructs: traditional masculinity
ideology, masculine norm conformity and gender role conflict. Traditional masculinity

ideology reflects the extent to which a man endorses beliefs about how men should act
based on gender role expectations, masculine norm conformity describes the extent to

which a man actually conforms in thoughts and actions to these traditional gender role
expectations, and gender role conflict describes the experience of distress that men

experience when adhering to, or deviating from, comes at social or psychological costs.
All three of these variables show consistent correlations with men’s lives, as well as their
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orientation toward therapy. Given that these constructs involve wanting to appear strong,
discomfort and restrictive affectionate behavior with other men and homophobia, men’s
adherence to them may significantly predict their preferences for a woman therapist for

emotional concerns, as working with a man for these concerns would violate those gender
norms. The next chapter will detail the proposed methodology and analysis with which
to test the hypotheses that these constructs will significantly predict men’s preferences.
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CHAPTER III
METHODOLOGY

Participants
The sample for this study was made up of adult (age 18+), English-speaking,
American-identified and/or US-residents who identify as men. There were no additional

exclusionary criteria. The sampling method was voluntary and non-probability.

Participants were recruited through Amazon Mechanical Turk (MTurk), which is an
online crowdsourcing platform through which individuals are recruited to complete

various tasks (referred to as Human Intelligence Tasks (HITs)), such as research
measures, for monetary compensation (Follmer, Sperling & Suen, 2017). MTurk also

provides a means of eliciting participation from a robust number of people in an efficient

manner, and who also represent a level of demographic diversity generally greater than
that found through in-person, or other methods of online, sampling (e.g., Facebook,

Twitter) (Casler, Bickel & Hackett, 2013). Additionally, MTurk participants have

demonstrated more accurate responses to mid-administration attention checks than

typical undergraduate participants (Hauser & Schwarz, 2016). For this study, MTurk
parameters were set such that only workers who self-identify as men in their profiles, and
who reside in the US were able to view the HIT. In therapy studies, a non-clinical
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sample may weaken the external validity of findings to actual therapy clients. However,

given the ways in which gender role socialization can prevent men from seeking therapy,
using a clinical sample may by nature exclude men of higher masculinity ideology, norm

conformity and role conflict. A non-clinical sample may allow for participation from

men who represent a fuller range of adherence to these masculinity variables, as well as
those who for various reasons may not be able to access therapy, increasing this study’s

generalizability to a diverse group of men.

This researcher conducted an a priori power analysis using G
*Power

to estimate

ideal sample size. During study development, this researcher intended to conduct a
multiple linear regression analysis with participants’ rating of therapist preference along a

7-point Likert scale as the outcome variable, and so sample size estimates and related
decisions during data collection were made based on this design. Based on a multiple
regression design and seven predictor variables, the estimated ideal sample size from
*Power
G

calculations was determined to be n = 153. During data screening and analysis,

however, this researcher identified some concerns with the linear relationship between
predictors and outcome variable, as well as the ordinal, rather than interval nature of the
outcome variable. Following consultation with dissertation advisors, this researcher

decided to re-code outcome data into binary outcomes and to conduct logistic regression
analyses in order to test the same hypotheses. General guidelines for logistic regression
analysis recommend sample sizes of at least 100 participants in order to accurately

conduct tests of significance, suggesting that the sample size collected should also be
sufficient in producing interpretable logistic regression results (Hahs-Vaughn, 2017).
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When the HIT was first published, there was a researcher-based error in the
survey logic hosted on Survey Monkey. All attention check items were designed so that

a correct response would allow the participant to continue to the next page and an
incorrect response would lead the participant to a page encouraging them to withdraw

their participation to avoid task rejection and damage to their MTurk worker rating.
However, the first attention check item - Item 20 - was incorrectly coded so that all

responses led participants to the withdrawal page. This meant that participants were able

to complete the informed consent, demographic form and the MRNI-SF (24 items in

total) before they were ejected from the survey. The researcher rectified this error
approximately 1.5 hours after the survey had been published. As a result, the HIT led to
704 attempts at the survey. 554 of these attempts consisted of participants completing, at

maximum, the previously-mentioned measure(s), so their data was not used in the

analysis. Survey settings were placed such that, once a participant completed the survey,
they could not re-access the survey at the same IP address, to minimize the chances of
different submissions coming from the same person. However, before the survey logic

was corrected, a number of participants sent messages to the researcher through the
MTurk portal explaining the logic error, with some indicating that they had attempted the

attention-check item several times. This suggested that participants may have been able

to re-access the survey if they withdrew their participation early but were blocked from

re-access once they completed it. Therefore, it is also not known how many of these
incomplete responses represented individual, discrete participants and how many

represented multiple attempts from the same participant trying to re-test the attention
check item that they had answered correctly. 150 participants were able to complete the
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survey and so their data was included in the analysis. This landed under the estimated

sample size of n = 153. Therefore, a repeat HIT was published fourteen days later,
netting 23 additional responses. 3 of these responses included little-to-no data, leaving
20 participants with usable data, and a final participant sample of n = 170. Participant

demographics are listed below in Table 1.
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Table 1

Participant demographics

Demographic
variable
Age
Income
Therapy history
(# of sessions)
Demographic
variable
Sex assigned at birth

Minimum

Maximum

Mean

21
0
0

78
350000
200

37.38
58476.86
14.12

Descriptor

Standard
deviation
10.89
43850.99
29.72
%

Male

# of
participants
170

Gender identity

Man

170

100.0

Sexual orientation

Heterosexual
Gay
Bisexual

160
5
5

94.1
2.9
2.9

Marital status

Single (never married)
Married, or in a domestic
partnership
Divorced
Separated

85
72

50.0
42.4

11
2

6.5
1.2

16
1

9.4
0.6

6
12
1

3.5
7.1
0.6

132
1
1

77.6
0.6
0.6

1
23
49
81
16

0.6
13.5
28.8
47.6
9.4

Race/Ethnicity

Education

African-American or Black
American Indian or Alaska
Native
Asian-American
Hispanic/Latinx-American
Native Hawaiian or Other
Pacific Islander
White
Multiracial
Other

Less than high school
High school diploma
Some college
Bachelor’s degree
Graduate degree
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100.0

Research design
This study represented quantitative, descriptive survey research and employed a

correlational design (Heppner, Wampold, Owen, Wang & Thompson, 2015). A
correlational design is one in which the relationship between a number of variables is
explored without researcher manipulation of independent variables or random assignment

of participants (Heppner, Wampold, Owen, Wang & Thompson, 2015).
This study considered the role of traditional masculinity ideology, masculine
norm conformity and gender role conflict in predicting the probability of men expressing

preference for therapist gender, and for which gender. More specifically, this study

considered the particular dimensions of these constructs that pertain to discomfort with,
and restrictive behavior in relation to, emotional intimacy with other men. As such, there
were seven hypothesized predictor variables across the three masculinity constructs.
Within traditional masculinity ideology, the three predictor variables were Avoidance of
Femininity, Negativity toward Sexual Minorities, and Restrictive Emotionality. Within

masculine norm conformity, the two predictor variables were Emotional Control and

Heterosexual Self-Presentation. Within gender role conflict, the two predictor variables

were Restrictive Emotionality and Restrictive Affectionate Behavior Between Men. The
outcome variable was preference for therapist gender, measured on a seven-point Likert
scale. The value of four indicated no preference for therapist gender, one = strong

preference for a man therapist, two = moderate preference for a man therapist, three =
slight preference for a man therapist, five = slight preference for a woman therapist, six =

moderate preference for a woman therapist and seven = strong preference for a woman
therapist. Based on prior research, the dependent variable was assessed for a specifically
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personal/emotional presenting concern. Also based on past research, participant race and

therapy history acted as a covariate, as both have shown some degree of predicting

stronger preferences for therapy in general, and/or specifically preference for a woman
therapist. Following preference rating, participants also had the opportunity to provide
brief, qualitative feedback on the nature of their preference or lack thereof.
Study hypotheses were as follows:

(1) Endorsement of the selected subscales of traditional masculinity ideology,
masculine norm conformity and gender role conflict will be associated with a

higher probability of expressing a therapist gender preference.
(2) Endorsement of the selected subscales of traditional masculinity ideology,
masculine norm conformity and gender role conflict will be associated with a

lower probability of expressing a gender preference for a man therapist.
(3) Endorsement of the selected subscales of traditional masculinity ideology,
masculine norm conformity and gender role conflict will be associated with a

higher probability of expressing a gender preference for a woman therapist.
Instrumentation
Demographic form

This form collected participants’ age, sex assigned at birth, gender identity, sexual
orientation, marital status, nationality, US residency, English fluency, race, education,
SES and past experience with therapy. Past experience with therapy was assessed as a
continuous variable by number of sessions attended. As a follow-up question,

participants also indicated the gender(s) of their therapist(s).
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Male Role Norms Inventory-Short Form (MRNI-SF) (Levant, Hall & Rankin, 2013)

The MRNI-SF is an abbreviated version of a revised version of the Male Role
Norms Inventory (MRNI) (Levant et al., 2013). The original MRNI, developed in 1992,

is grounded in the gender role strain paradigm. Measure developers and graduate

students reviewed this paradigm critically and ascertained seven theoretically-derived

norms of traditional masculinity ideology from it: Avoidance of Femininity, Fear and
Hatred of Homosexuals, Self-Reliance, Aggression, Achievement/Status, Non-Relational

Attitudes Toward Sex and Restrictive Emotionality (Levant, Hirsch, Celentano & Cozza,
1992). Measure developers and graduate students brainstormed a list of 57 normative

statements to which participants would indicate their degree of agreement on a 7-point
Likert scale, with higher scores representing higher levels of traditional masculinity

ideology (Levant et al., 1992). While subsequent studies suggested that the measure had
promising convergent validity with related measures of masculinity (Gender Role

Conflict Scale and Masculine Gender Role Stress Scale) and discriminant validity with
the Personal Attributes Questionnaire (p < .001), which conceptualizes gender roles from
the gender role identity paradigm, internal subscale reliability coefficients were variable
and mostly of moderate strength (a = .42-.88) (Levant & Fischer, 1998; Levant &
Richmond, 2007).

In 2007, the Male Role Norms Inventory-Revised (MRNI-R) was developed in
order to improve some of the aforementioned psychometric weaknesses of the MRNI

(Levant et al., 2007). Measure developers and graduate students re-convened as when

developing the MRNI and made empirically- and theoretically-driven adjustments to
strengthen the measure. The Self-Reliance subscale was re-named Extreme Self
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Reliance, the Achievement/Status subscale was re-named Dominance and the Fear and
Hatred of Homosexuals subscale was renamed Negativity Toward Sexual Minorities

(Levant et al., 2007). The developers then settled on 53 items, 22 of which were from the
original MNRI (Levant et al., 2007). The measure was then normed on a sample of 170

undergraduates from the southeastern US. The sample was more diverse, comprised of
132 women and 38 men with a mean age of 27; 51% identified as White, 27% as Black,

7% as Asian-American and 16% as “Other” race. In this sample, the reliability of MRNIR subscales was stronger than those of the MRNI, ranging from a = .73-.96 (Levant et al.,

2007). The measure also displayed good construct validity, as there were consistent
score differences between men and women participants (Levant et al., 2007).

A few years later, researchers conducted an EFA and investigated the convergent
and discriminant validity of the MRNI-R (Levant, Rankin, Williams, Hasan & Smalley,

2010). A sample of 593 college students from a Midwestern university completed the
MRNI-R, other related masculinity measures (Conformity to Masculine Norms Inventory

and Gender Role Conflict Scale) to assess convergent validity and the Personal Attributes

Questionnaire to assess divergent validity. The sample was comprised of 344 men and
249 women with a mean age of 21; 83% identified as White (Levant et al., 2010). EFA

results supported the seven-factor structure; however, item loading led to slight changes
in the labeling of some factors. Aggression was renamed Toughness, Non-Relational

Sexuality was renamed Importance of Sex and Self-Reliance was renamed Self-Reliance
Through Mechanical Skills (Levant et al., 2010). Items with low factor loadings were

dropped from the measure, resulting in an updated, 39-item MRNI-R (Levant et al.,

2010). Other results demonstrated small-to-moderate correlations with related measures
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of masculinity (a = .19-.66), suggesting good convergent validity while maintaining that
the MRNI-R is measuring a distinct masculinity construct. Results also suggested the

MRNI-R has good divergent validity with measures that assess static, gender role traits (a
= -.01-.09) (Levant et al., 2010).
To increase the measure’s utility, in 2013, researchers refined the MRNI-R into

the 21-item MRNI-SF by taking the 3 strongest-loading items from each of the measure’s
7 factors and investigating this shortened measure’s psychometric properties with a

sample of 1,017 college undergraduates (Levant et al., 2013). The sample was comprised

of 549 men and 468 women with a mean age of 21 years; 83% identified as White, 9% as
Black and the remaining 6% comprised a combination of Hispanic, Asian, Native

American and multi-racial participants (Levant et al., 2013). CFA results indicated best

fit for a bifactor model of the MRNI-SF, with groups of three items loading on the
existing seven factors along with a general factor, named Traditional Masculinity
Ideology. Factor loadings were strong, ranging from .42 to .83 and factor

intercorrelations ranged from a = .02-.49, suggesting that the factors are related, but not
redundant (Levant et al., 2013).
Given the promising psychometric qualities and utility of the MRNI-SF, a follow

up study considered the MRNI-SF’s construct validity with a sample of 484 men (Levant,
Hall, Weigold & McCurdy, 2016). The sample was comprised of a more diverse group

of male undergraduates and men in the community with a mean age of 30 who were

recruited with online advertisement; 61% identified as White, 15% as Asian-American,

7% as Black, 7% as Latino and 6% as Multi-racial (Levant et al., 2016). Participants’
general factor scores and individual subscale scores of the MRNI-SF were compared with

92

their scores on comparable masculinity measures. Broadly, the MRNI-SF’s general

factor and individual subscales showed good construct validity with significant, moderate
correlations with other validated measures of masculinity (a = .01-.72) (Levant et al.,
2016).
Recent studies have also considered the external validity of the MRNI-SF to more

diverse populations and settings. In one study, a diverse group of 6,744 participants,

recruited through online advertisement, completed the MRNI-SF (McDermott et al.,
2017). The sample was comprised of 3,777 men and 2,967 women, diverse in age (18
87), sexual orientation, education level and US location; 61% identified as White, 19% as

Asian, 10% as Black and 7% as Latino (McDermott et al., 2017). For male participants,

researchers investigated the goodness-of-fit of the MRNI-SF factor model for White

heterosexual men, White gay men, Black heterosexual men and Asian heterosexual men.
For all groups, the bifactor model was best fit for the general factor and individual

subscales, suggesting the underlying measure construction may be effective to use with
men outside of majority identities (McDermott et al., 2017). However, there arose some
individual item differences, particularly lower levels of avoidance of femininity in White
gay men and Asian heterosexual men, compared to White and Black heterosexual men,

though this rarely led to significant differences in the general factor score (McDermott et

al., 2017). Therefore, it is important when interpreting a man’s general factor score on
the MRNI-SF to consider the cultural context in how that individual might be

internalizing various elements of traditional masculinity ideology.

Finally, a recent study considered the external validity of the MRNI-SF for
participants recruited by different methods: in-person college student vs. online
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recruitment, given the generally greater levels of diversity present in samples of
participants when recruited online (Levant & McCurdy, 2017). In this study, 777
participants were college students recruited in-person for course credit and 730 were
recruited online. The samples differed among many identity characteristics, including

that mean age of the college sample was 21 while mean age of the online sample was 34

and 77% of college students identified as White compared to 54% of online participants

(Levant & McCurdy, 2017). As in previous samples, the model of best fit for this
combined sample was the bifactor model. Importantly, there was general invariance
between the responses of the college sample and the online sample, suggesting that the

MRNI-SF is an appropriate measure to use for participants recruited from either setting

(Levant & McCurdy, 2017).
In prior studies, researchers have often administered subscales of, rather than the
full, MRNI-SF, CMNI-46 and GRCS, and as each subscale produces its own independent

factor score, the practice is considered psychometrically-acceptable (M. C. Parent,
personal communication, November 2, 2018). For the purposes of the present study, the
only factors of the MRNI-SF that will be considered as predictor variables for therapist

gender preference are Avoidance of Femininity, Negativity toward Sexual Minorities,
and Restrictive Emotionality.

Conformity to Masculine Norms Inventory-46 (CMNI-46) (Parent & Moradi, 2011)

The CMNI-46 is an abbreviated version of the Conformity to Masculine Norms
Inventory (CMNI) (Mahalik et al., 2003). The CMNI is grounded in Mahalik’s model of

gender role norms, which asserts that dominant groups define the expectations for

gender-appropriate behavior, and then communicate this in various ways to people within
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the social group (Mahalik et al., 2003). Individuals’ adherence to these gender norms is

influenced by various personal and environmental factors and lead to various costs and

benefits for the individual. The CMNI was designed to assess conformity to a broad

range of masculine norms, comprising affect, behavior and cognition (Mahalik et al.,

2003). To develop the measure, Mahalik reviewed prior literature on traditional
masculinity to identify dominant masculine norms. These norms were discussed over an

eight-month period in weekly focus groups of graduate students, diverse in gender and
ethnic identity. The group ultimately settled on 12 norms (Winning, Emotional Control,

Primacy of Work, Risk-taking, Violence, Heterosexual Self-presentation, Playboy, Self

reliance, Power over Women, Physical Toughness, Dominance and Pursuit of Status) and

developed 144 items according to those norms (Mahalik et al., 2003). An exploratory

factor analysis (EFA) was then conducted with a sample of 752 male college students
from across the US. Participants were predominantly White (85%; 3% Black; 5% Asian;

3% Hispanic), single and heterosexual with an average age of 20 (Mahalik et al., 2003).
This analysis supported the removal of the Physical Toughness norm and refined the

measure to 94 items. Scores on the 11 subscales yielded low-to-moderate

intercorrelations, suggesting they are different constructs. a = .92 for all items. 42 men
from the sample took the CMNI 2-3 weeks after, with their responses indicating median

test-retest reliabilities of a = .80 (Mahalik et al., 2003).

Follow-up studies by the same authors provided further information on the
validity of the CMNI. In one study considering construct validity, the authors compared

CMNI scores between men and women and on endorsement of risky health-related
behavior (Mahalik et al., 2003). The 752 men from the EFA sample, along with 245

95

college women (primarily White, single and heterosexual) completed the CMNI. 450 of
the men also completed a questionnaire on health-related behaviors. Results indicated
that men participants scored significantly higher than women participants on the CMNI

as a whole and on most subscales (p < .001) (Mahalik et al., 2003). Results also

indicated that men who endorsed riskier health behaviors had significantly higher levels

of norm conformity on related CMNI subscales. This same relationship between CMNI
scores and risky health-related behavior has also been found in samples of Asian-

American men, Kenyan men and Australian men, augmenting the external validity of the

measure (Liu & Iwamoto, 2007; Mahalik et al., 2006; Mahalik, Levi-Minzi & Walker,
2007).
In another study considering convergent validity, 269 men from the EFA sample

completed the CMNI along with three other measures of masculinity (Brannon
Masculinity Scale, Gender Role Conflict Scale and Masculine Gender Role Stress Scale)

(Mahalik et al., 2003). Correlations demonstrated largely significant, yet moderate,

correlations with these measures (a = .26-.79), suggesting a good degree of convergent
validity, while demonstrating that the CMNI was capturing a unique masculinity

construct (Mahalik et al., 2003).
Several years after the development of the CMNI, researchers conducted a follow

up factor analysis of the measure and developed a shorter form to aid in its utility (Parent
& Moradi, 2009). The sample for this follow-up consisted of 229 men, ages 18-45, from

a large, Canadian university. 59% of participants identified as White, 23% as AsianAmerican, 4% as Hispanic and 4% as Black; 92% identified as heterosexual (Parent &
Moradi, 2009). Confirmatory factor analysis (CFA) did not support retention of the
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Dominance and Pursuit of Status subscales as items from these scales loaded on multiple
factors. CFA also resulted in subscales with more similar amounts of items. Factor

loadings remained stable with those from the original measure development. Reliability

for the CMNI-46 was strong (a = .88) (Parent & Moradi, 2009). The CMNI-46, then,

retained 46 items assessing conformity to 9 masculine norms.
To provide further psychometric information on the CMNI-46, the same

researchers conducted a follow-up CFA and other measures to examine the measure’s
convergent and divergent validity (Parent & Moradi, 2011). Analyses were done with a
sample of 255 men, ages 18-29, from a large, Canadian university. 59% of participants

identified as White, 17% as Hispanic, 11% as Asian-American, and 7% as Black; 95%
identified as heterosexual (Parent & Moradi, 2011). Participants completed the CMNI-46

along with other masculinity measures (Brannon Masculinity Scale, Male Role Norms
Inventory, Gender-Based Attitudes Toward Marital Roles Scale) and the Balanced
Inventory of Desirable Responding Impression Management subscale to test for divergent

validity. CFA results mirrored those of the prior study and did not suggest the need for
measure modification. The measure’s subscales displayed good-to-excellent internal

reliability, ranging from r = .78 to .89, with a median value of .82 (Parent & Moradi,
2011). The CMNI-46 subscales displayed medium convergent validity (median r = .42)
with related masculinity measures and small correlations (median r = -.11) with

discriminant measures, suggesting good discriminant validity (Parent & Moradi, 2011).

More recently, researchers have considered the scope of the external validity of
the CMNI-46. One study utilized a sample of 920 gay and bisexual men from across the
US who were solicited through online advertising (Alt, Lewis, Liu, Vilain & Sanchez,
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2014). 85% of the sample identified as White, 7% as Hispanic, 3% as Asian and 2% as
Black. After participants completed the CMNI-46, researchers conducted CFA and

compared to previous samples. Results indicated comparable internal reliability (a = .84)
and broadly-similar factor loading, suggesting that the CMNI-46 is an effective measure

to use in assessing men’s conformity to gender role norms, including in men who identify
as sexual minorities (Alt et al., 2014).

For the purposes of the present study, the only factors of the CMNI-46 that will be
considered as predictor variables for therapist gender preference are Emotional Control

and Heterosexual Self-Presentation.

Gender Role Conflict Scale (GRCS) (O’Neil, Helms, Gable, David & Wrightsman,
1986)

The GRCS is a 37-item measure that assesses negative cognitive, behavioral and
emotional consequences of conforming to or violating male gender-role norms. The

scale is comprised of four factors: Success, Power and Competition, Restrictive
Affectionate Behavior Between Men, Restrictive Emotionality and Conflicts Between
Work and Family Relations. Participants respond to items along a six-point scale (one =

strongly disagree, six = strongly agree). Higher scores on the measure indicate higher
levels of gender role conflict (O’Neil et al., 1986).

The measure was initially developed in 1986 based on six patterns of theorized
gender-role conflict - Restrictive Emotionality; Homophobia; Control, Power and
Competition; Restricted Sexual and Affectionate Behavior; Obsession with Achievement
and Success; and Health Care Problems - developed from related scholarship (O’Neil et

al., 1986). Researchers initially created 85 items to assess the theorized 6 factors of
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GRC. This 85-item measure was normed on a sample of 527 American college men of

mean age 19 years. Following administration, raters reviewed the measure’s items for

their ostensible construct validity; items that did not appear to be assessing gender-related
phenomena were removed (O’Neil et al., 1986). Then, items that correlated too well with

one another and items that did not correlate with any other items were removed. 37 of

the original 85 items met all of the aforementioned criteria and were retained in the
measure. Factor analysis indicated that the remaining 37 items loaded well on 4, rather

than 6, factors. Health Care Problems was removed as a factor, Homophobia and
Restricted Sexual and Affectionate Behavior merged as one factor (Restrictive

Affectionate Behavior Between Men), as did Control, Power and Competition and

Obsession with Achievement and Success (Success, Power and Competition), and

Conflicts Between Work and Family Relations was identified as a separate factor not
initially theorized (O’Neil et al., 1986). Other statistical analyses suggested good internal
consistency between items (a = .75-.85) and strong test-retest reliability after 4 weeks,

ranging from r = 72.-.86 (O’Neil et al., 1986).
A follow-up study to assess the psychometric properties of the GRCS utilized a
sample of 702 male college students at a large, Midwestern university (Moradi, Tokar,

Schaub, Jome & Serna, 2000). Participants in the sample ranged in age from 16-66 years
and 83% identified as White, 8% as Black, 3% as Asian American and the remaining 7%
as Hispanic or multi-racial (Moradi et al., 2000). CFA results, specifically when using
item parcels, confirmed the goodness-of-fit of the GRCS four-factor model (Moradi et

al., 2000). The measure has also shown promising convergent validity, with scores being
significantly correlated with related constructs, such as traditional masculinity ideology
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and masculine norm conformity (r = .32 - .49 for various measures) but moderate enough
to suggest it is its own unique construct (O’Neil, 2008).

Other studies have utilized more diverse samples to investigate the external

validity of the GRCS. One such study utilized two racially-distinct independent samples

of male college students (Norwalk, Vandiver, White & Englar-Carlson, 2011). 483
White and 214 Black students completed the GRCS; there were no statistically significant
differences in other demographics between both samples. Following participant

completion, researchers conducted several different CFA comprised of different factor

structures on both sets of data. Results indicated that the standard four-factor model was
the best fit for both sets of data, suggesting that the GRCS as constructed may be an
effective measure for properly assessing GRC in non-White populations (Norwalk et al.,

2011). However, of note, Black participants scored significantly higher than White
participants on the Success, Power and Competition and the Restrictive and Affectionate
Behavior Between Men, suggesting that the cultural context of men’s gender roles is still

essential in properly understanding the role of GRC in men’s lives (Norwalk et al., 2011).
Another study investigated the external validity of the GRCS with a sample of
692 sexual minority participants (Herdman, Choi, Fuqua & Newman, 2012). The sample

was comprised of 400 gay men and 292 lesbian women, ages ranging 19-60, recruited
from college and university listservs. Following participants’ completion of the GRCS,

researchers conducted CFAs to test for goodness-of-fit of the four-factor GRC model

with an exclusively sexual minority population. Similar to prior studies, when analyzed
with item parceling, the four-factor model demonstrated to be a good fit for the data
(Herdman, Choi, Fuqua & Newman, 2012). However, as with racial minorities, there
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were significant differences in subscale scores of sexual minority participants when

compared with prior samples of predominantly heterosexual participants (Herdman,
Choi, Fuqua & Newman, 2012; Moradi et al., 2000). Specifically, gay and lesbian
participants predictably scored significantly lower on distress at affectionate behavior

with individuals of their same gender (Herdman, Choi, Fuqua & Newman, 2012). These
findings suggest that the GRCS structurally is an appropriate measure to use to assess

GRC with sexual minority participants, but requires consideration of the cultural context
in its interpretation.
For the purposes of the present study, the only factors of the GRCS that will be
considered as predictor variables for therapist gender preference are Restrictive

Emotionality and Restrictive Affectionate Behavior Between Men.

Presenting concern

Based on findings from previous research that indicate that men express the
greatest levels of preference for therapist gender, specifically for a woman therapist, for a

personal/emotional concern, participants were presented with a brief, hypothetical
scenarios in which they were seeking therapy for such a concern, then asked to rate the
strength and direction of their preference for therapist gender.

Therapist gender preference rating
For the presenting concern, participants rated the strength and direction of their
preference for therapist gender on a seven-point Likert scale (one = strong preference for

a man therapist, two = moderate preference for a man therapist, three = slight preference
for a man therapist, four = no preference, 5 = slight preference for a woman therapist, six
= moderate preference for a woman therapist and seven = strong preference for a woman
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therapist). Though later analyzed as a binary outcome variable, assessing participants’

preference along a Likert scale should have minimized participants’ tendency to under
estimate their preferences, as displayed in the literature (Turner & Manthei, 1986).

Procedure
Prior to data collection, IRB approval was secured. This researcher then

published a HIT on MTurk informing workers of the study, including possible risks and
compensation (Appendix A). MTurk qualifications were set such that only workers who
indicate on their profiles that they identify as men and live in the US could view the HIT.

Once workers accessed the HIT, they could then access a Survey Monkey link, on which
the study measures were hosted. Following completion of informed consent (Appendix

B), participants initially filled out a brief demographic form (Appendix C). Participants
then responded to items on the MRNI-SF (Appendix D), the CMNI-46 (Appendix E) and
the GRCS (Appendix F). Each measure contained one additional item designed as an

attention check (e.g., “Choose ‘4’ for this answer”). To minimize time burden,
participants only completed items of factors that served as predictor variables. As each
measure produced only individual factor scores, this should not have affected the validity

of findings. Participants were then be asked to imagine that they were seeking therapy
for a personal/emotional concern. As a manipulation check, participants were then asked

which kind of emotional concern they imagined. All participants passed the
manipulation check indicating a range of emotional concerns, including anxiety,

depression, grief/loss, relationship concerns and work stress. They were then presented

with a 7-point Likert scale with which to indicate the strength and direction of their
preference for therapist gender (Appendix G). Following this, participants were
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presented with an open text box to provide qualitative data on the nature of their

preference, or lack thereof (Appendix H). Upon completing this last item, participants
were then presented with a de-briefing form, followed by a randomly-generated 20-

character alpha-numeric code (Appendix I). Participants were instructed to enter this

code into the text field on their MTurk HIT and submit the task, confirming that they
reached the end of the survey. Survey Monkey settings were chosen so that once a

participant completed the survey, they could no longer re-access the survey from the
same IP address, minimizing the likelihood that a single participant could provide more
than one case of data and skew results. In order to assess for any possible order effects in
the administration of materials (e.g., activating men’s masculinity-related schema prior to

expressing preference), half of participants were to be randomly assigned to completing
the hypothetical scenario and therapist preference ratings first, followed by the
masculinity measures. This counterbalancing did not occur due to researcher error. This

error will be addressed as a methodological limitation later in this chapter and as a
direction for future research in Chapter 5.

As a result of participating, individuals may have experienced minor emotional
discomfort that should not have been greater than that which they likely encounter in

daily living. Participants had the right to withdraw from the study at any time and were

provided with contact information to access emotional support, if needed.
Typical compensation rates for MTurk participants average about 10 cents per
minute (Follmer et al., 2017). Researchers caution about the ethics of fair pay in MTurk

HITs, particularly as many MTurk workers participate in tasks to sustain livable income

(Gleibs, 2017). Recent data also indicate that approximately 25% of MTurk workers
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report earning less than $25,000/year (Chandler & Shapiro, 2016). For the current study,
participants completed 56 measure items, followed by their imagined emotional concern,
therapist preference rating and their open-ended reply. At an average rate of 5 items per

minute, participants could be expected to complete the survey in approximately 12

minutes. Algorithms built in to the Survey Monkey platform calculated a completion
time of 13 minutes, corroborating this estimate. Given the researcher’s available funds,
and ethical considerations related to fair compensation of MTurk workers, participants

received an even $2 compensation for their time. Researchers are also cautioned about
allowing participants to withdraw from the study without penalty, given that rejecting a

participant’s submission can lower their MTurk worker rating, which in turn can decrease

their ability to complete future HITs (Gleibs, 2017). As a result, the instructions on both
the HIT and within the informed consent explicitly asked that participants withdraw their
submissions if they answered an attention-check item incorrectly or were otherwise

concerned about the usability or accuracy of their responses, so that this researcher did
not have to reject their work and potentially damage their opportunities for future
earnings.

As previously mentioned, an error in the survey logic led to participants being
unable to move past the second page of the survey for the first approximate 1.5 hours that
the HIT was published. As a result, this researcher compensated the full amount to all

153 workers who submitted the task in the initial HIT whether or not their responses were
complete. 38 workers independently contacted this researcher expressing that they
withdrew their participation due to the survey error and so had not receive compensation.

This researcher secured IRB approval to publish a compensation HIT specifically for
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these participants where they could receive full compensation for simply submitting their

worker ID. 31 of these 38 participants accessed the HIT and received compensation.
When the initial HIT ended after reaching 153 participants, however, the Survey Monkey
software indicated that there were 551 additional incomplete responses, most of which

were comprised of the items that participants could complete before being incorrectly

discontinued from the survey. Again, it is not known how many of these responses

represent individual, discrete participants and how many represent multiple attempts from
the same participant trying to re-test the attention check item that they had answered

correctly. It is also not known how many of these responses were from workers who
later submitted a complete response and/or were already compensated. In order to
conservatively provide compensation to any participant who attempted the survey, this

researcher secured IRB approval to publish a second compensation HIT viewable by all
MTurk workers who reside in the US and identify as men providing full compensation if

they had tried accessing the study and had not yet been compensated. Seven workers

accessed this HIT and were compensated.

Data analysis
Regarding quantitative data analysis, three logistic analyses were conducted to
test research hypotheses. First, a logistic regression analysis with the seven
aforementioned masculinity factors as predictor variables and presence of therapist

gender preference as the dichotomous outcome variable tested the notion that adherence
to masculinity variables increased the probability of expressing a gender preference. This
required a re-coding of the data so that all responses of “4” (no preference) became “0”

and all other responses were re-coded to “1”.
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Second, a logistic regression analysis with the seven aforementioned masculinity

factors as predictor variables and presence of preference for a man therapist as the

dichotomous outcome variable tested the notion that adherence to masculinity variables
increased the probability of expressing a preference for a man therapist. This required a
re-coding of the data so that all responses of “1”, “2” and “3” (strong, moderate and slight
preference for a man, respectively) became “1” and all other responses were re-coded to
“0”.

Finally, a third logistic regression analysis with the seven aforementioned
masculinity factors as predictor variables and presence of preference for a woman

therapist as the dichotomous outcome variable tested the notion that adherence to
masculinity variables increased the probability of expressing a preference for a woman

therapist. This required a re-coding of the data so that all responses of “5”, “6” and “7”

(slight, moderate and strong preference for a woman, respectively) became “1” and all

other responses were re-coded to “0”. Based on existing literature, participant race and

past therapy history were also considered as covariates. Participant age was examined for
significant correlation to participants’ preferences and, due to non-significance, was not
included as a covariate.
Data analysis was performed through SPSS Version 26. Means and standard
deviations of all predictor and outcome variables were calculated. Data was screened for

outliers, as well as fit with logistic regression analysis, utilizing relevant test statistics to

confirm independence of errors, linearity between predictor variables and logit of the
outcome variable, and noncollinearity between predictor variables.
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Qualitative data provided by participants through their responses to the open
prompt were collected and coded. Because the goal of this analysis was to better
understand the meaning or essence of participants’ therapist gender preferences, the

qualitative research tradition utilized was broadly phenomenological (Hays & Singh,

2012). Phenomenological research is designed to understand the “life-world of a
participant and then search for commonalities across participants to see how lived
experiences relate to a phenomenon of interest” (Hays & Singh, 2012, p. 50) - in this

case, a preference for therapist gender.

Coding methods were specifically selected that fit with analyzing data in mixedmethods studies. These kinds of methods aid in categorizing and quantifying qualitative
data in such a way that findings can be more easily synthesized with quantitative data
from the same study, and could be used as outcome variables (e.g., comparing means

between frequencies of codes) in further quantitative analysis (Saldana, 2013). The
coding process began with horizontalization, which is an approach that highlights

receptivity to all statements of the participants’ experience, granting equal importance to
each response (Creswell, 2013). To accomplish this, every participant response was

initially logged in one large spreadsheet, in order of participant completion of the survey.

As such, responses were not organized along any value related to their size or content.
Though responses varied in their size - from a few words to several sentences - all data

was considered equally. Additionally, while some responses were similar and brief (e.g.,
“I don’t care” and “I just don’t care to be honest”), no data were screened out or

consolidated at this time. The next step involved grammatical coding - specifically,
Attribute Coding. Attribute Coding generally occurs at the beginning stages of analysis
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and allows the researcher to notate basic descriptive information that differentiates

groups of data (Saldana, 2013). For this study, data was coded and separated by whether
the participant had expressed preference for a man therapist, preference for a woman
therapist, or no preference. The next coding technique was an elemental coding method,
Structural Coding. This method involves applying a preliminary label or conceptual

phrase to responses (e.g., “Therapy Process” for all data that referenced how therapist
gender affects the participant’s experience of therapy). This method allows the
researcher to begin the creation of themes all while continuing to bracket preconceived

notions about the data (Saldana, 2013). The next coding method was another
grammatical technique, Subcoding. Subcoding consists of assigning a second-order code

to further classify data after a primary code has already been assigned (Saldana, 2013).

As in the prior example of the first-order code “Therapy Process”, subcodes were
assigned to this data that further differentiated constructs (e.g., “Comfort” and

“Disclosure”). After Subcoding, the final grammatical method performed was Magnitude
Coding (Saldana, 2013). In this step, each code was assigned a number representing the

frequency of responses within it. Doing so helps contextualize the magnitude of certain
themes and making quantitative comparisons between them. Following this, the
researcher conducted two kinds of affective coding - Evaluation and Values Coding.

Evaluation Coding serves to highlight the evaluative nature of participant responses

(Saldana, 2013). A simple way of signifying participants’ evaluations is to mark

responses with a “+” or “-“. For the purposes of this study, these notations delineated
between responses that suggested preference or distaste toward a therapist based on their
gender. Practically, this coding sought to identify to what extent participants’ gender
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preferences were reflective of approaching the desired characteristics of the therapist of

their preferred gender, or avoiding the undesired characteristics of the therapist of the
other gender option. Values Coding serves to note participants’ values, attitudes and
beliefs within their responses (Saldana, 2013). For the purposes of this study, responses
were coded with concepts that delineated between participants’ expectancies, attitudes

and values about the theoretical therapist, particularly those that were relevant to

masculinity and gender role socialization in general. For example, participants’

responses that indicated biologically-based qualities of the therapist due to their gender
were coded as “Essentialism”. In this way, Values codes were specifically important in

augmenting findings from quantitative analysis. For example, participant responses that
contextualized their gender preference within masculinity-related constructs that reached
statistical significance in the quantitative analysis could further support those findings.
However, Values codes could also highlight masculinity constructs that did not reach
statistical significance among the sample but were still important to some participants, or
illuminate aspects of gender role socialization that were not included as predictor
variables, which could guide future research.

In order to maximize trustworthiness, the researcher used analytic memoing while

developing the coding tables. Analytic memoing is a process of noting thoughts and
reactions to the data, to aid in researcher reflection and learning (Hays & Singh, 2012).
This researcher used memoing most often when combing through responses in the initial

phases of Values coding. On a separate spreadsheet, this researcher noted initial
reactions and questions to some of participants’ responses, particularly when there
appeared to be an implication toward a masculinity-related experience, but such an
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experience was not stated outright. For example, when one participant noted that he felt
uncomfortable being vulnerable in front of a woman, this researcher made a memo:
“Could this be referring to the Power over Women construct?”

The researcher also consulted regularly with the dissertation chair throughout the
data analysis process, which included full review of two drafts of the coding tables and

associated critical feedback. The researcher and dissertation chair also engaged in critical
dialogue about coding, particularly around proper inclusion and classification of Values
codes. This researcher had initially assigned Values codes liberally to responses based on

perceived implications related to gender role socialization. However, following

consultation, this researcher refined Values codes to be included only for responses

where aspects of gender role socialization were more explicitly acknowledged by

participants. Dialogue between this researcher and the dissertation chair also helped
clarify gender-related phenomena within participants’ responses and identify language to
describe them (e.g., “egalitarian stereotyping” and “gender-blind ideology”).

Another crucial component of qualitative data analysis is researcher reflexivity,

including identification of positionality and potential biases (Creswell, 2013). As a man
therapist who has worked with clients of diverse gender, including in an eating disorder

clinic where this researcher’s gender was salient as a minority, this researcher has

experience informally assessing and processing the nature of people’s gender
preferences. Many women indicated that they felt more comfortable seeing a woman
therapist and believed that a woman therapist would better understand their experience,
particularly for clients with eating disorders. However, many of these same clients

indicated that this researcher was unlike a stereotypical man and that they generally felt
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safe around him. Some men and women described their preference as more sex-based in

nature, indicating that they preferred any female therapist due to past trauma involving
male perpetrators. These experiences led to this researcher’s scholarly interest in this

topic and have led this researcher to believe that gender preference is a complex
construct, informed by people’s gender-related experiences and expectancies, as well as
the gender role socialization of both client and therapist. This researcher has far fewer
experiences specifically processing men’s gender preferences; however, having reviewed

the existing empirical literature on the topic, this researcher still entered this specific

investigation with hypotheses about the data. This researcher believed that men who
endorse higher levels of the masculinity constructs used in this study would be more

likely to express preference for a woman therapist. Due to prior empirical findings, this

researcher also believed this relationship may be stronger in men of Color participants,
and for men who have a therapy history. This researcher also believed that men may

hold additional beliefs or expectations about therapist gender, perhaps similar to some
women participants in prior studies (e.g., that women embody more desirable therapist

characteristics, such as warmth), that may inform their preferences. In order to maximize

the trustworthiness of the qualitative data, this researcher acknowledged his own potential

for bias given this experience and body of knowledge and worked to bracket these

assumptions, also referred to as “epoche” in phenomenological data analysis (Hays &
Singh, 2012).
This qualitative data allowed for participants’ voices to augment the quantitative

findings and increase our understanding of the subjective nature of men’s gender
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preferences in therapeutic contexts, including the presence of any specific expectancies,

values or attitudes that may be informing their decisions.
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CHAPTER IV

RESULTS
Quantitative analysis

Data cleaning
Missing data. As mentioned in the previous chapter, the dataset contained 557
cases consisting of minimal data. Most of these cases occurred due to a survey logic
error, leaving participants able to complete only the demographic questionnaire and one
masculinity measure. These cases were excluded from data analysis, leaving 170

participants with usable data. One-hundred and sixty-two of these cases contained no
missing data; the remaining eight cases contained only item-level missing data. Findings

in counseling psychology literature reflect that there are generally minimal output
differences when researchers use available item analysis or missing value imputation

approaches when there are small amounts of item missingness (Parent, 2013). In order to

maximize the eligible sample size for each regression equation, this researcher elected for

mean substitution of missing values. Per published recommendations, mean substitutions
were only calculated for items where at least 75% of the other items for the parent

subscale were completed (Parent, 2013). Because subscales on the MRNI-SF are

comprised of only three items, this meant that missing data from this measure could not
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be estimated. There were five cases with missing data in this measure, so these cases
were excluded only in the specific analyses with MRNI subscales as predictors. All other
missing data outside of the MRNI-SF was able to be substituted with mean values. When

conducting mean substitution for items on the CMNI-46, proper reverse-coding of data
was completed first (see next section).
While not representing missing data, four participants completed the item

assessing for number of attended therapy sessions with at least some non-numerical
terms. These responses were: “Two or Three”, “50+”, “Hundreds” and “100s”. Again,
in order to maximize the eligible sample size for each regression equation, and following
consultation with dissertation advisors, this researcher decided to enter “Two or Three”
as “2.5” and “50+” as “50” given that these values appear to generally represent
participants’ responses. However, no numerals were imputed for the remaining two

responses given the wide range of values the responses might be representing (e.g.,
“100s” might mean 100-999), and the subsequent possibility of inappropriately skewing
results. As a result, these two cases were removed from analysis.

Therefore, final sample sizes for each regression equation ranged from 163-168

participants, depending on the predictor variables in question.
Variable creation/transformation. Prior to analysis, certain variables needed to

be re-coded and/or created. Choice items on the CMNI-46 were designed reverse-coded

and so participants’ answers on these items were transformed accordingly.
Next, seven subscale scores - Negativity toward Sexual Minorities
(MRNI_NSM), Avoidance of Femininity (MRNI_AF), Restrictive Emotionality
(MRNI_RE), Heterosexual Self-Presentation (CMNI_HSP), Emotional Control
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(CMNI_EC), Restrictive Emotionality (GRCS_RE) and Restrictive Affectionate
Behavior Between Men (GRCS_RABBM) - which served as predictor variables in the

data analysis, were calculated for each participant. These subscale scores are the average

of the individual item values for the subscale.
Other variables needed to be binary-coded for proper analysis. Participant

race/ethnicity was originally a categorical variable consisting of eight options. Because it

served as a covariate in each equation, it needed to be dummy-coded so that any related
coefficients could be interpreted meaningfully. Because White participants represented
the largest ethnic proportion within the sample, they were designated as the reference

group. Therefore, all responses of “6” (White) on the demographic questionnaire were
re-coded to “0”. All other responses, representing participants of Color, were re-coded to

“1”. Delineating between White participants and participants of Color in this way was
also meaningful based on prior literature that demonstrated higher incidence of reported

therapist gender preference among racially-diverse people of Color (e.g., Black, Asian,
Latinx, etc.) in comparison to White people (e.g., Fuertes & Gelso, 1998). The therapist
gender preference outcome variable also needed to be binary-coded into three distinct

variables to test each hypothesis. In order to distinguish between participants who

expressed any gender preference and those who expressed no preference, the outcome
variable for Hypothesis 1 was re-coded such that a response of “4” (no preference) was
re-coded to “0” and all other responses were re-coded to “1”. In order to distinguish
between participants who expressed preference for a man therapist, and those who

expressed no preference or preference for a woman, the outcome variable for Hypothesis
2 was re-coded such that responses of “1”, “2” and “3” were re-coded to “1” and all other
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responses were re-coded to “0”. In order to distinguish between participants who
expressed preference for a woman therapist, and those who expressed no preference or
preference for a man, the outcome variable for Hypothesis 3 was re-coded such that

responses of “5”, “6” and “7” were re-coded to “1” and all other responses were re-coded
to “0”.

Finally, in order to test linearity assumptions (described in greater detail later in
this chapter), an interaction term for each predictor variable was calculated, consisting of

the product between the predictor variable and its natural logarithm (MRNI_NSM_ln,

MRNI_AF_ln, etc.).
Multiple comparisons

When conducting one statistical test, utilizing a significance level of a = .05 can
suffice in producing results that, with a 95% confidence interval, are not due to sampling

error and likely reflect legitimate phenomena in the larger population studied. However,
if conducting more than one test at a significance level of a = .05, each test has a 5%
chance of producing results reflective of sampling error, thus increasing risk for Type I

error (Sauder & DeMars, 2019). A common - and conservative - way to counteract this
risk for error is to apply the Bonferroni correction to the required significance level. In

this adjustment, the significance level is divided by the number of tests performed, so the

family-wise significance level remains at a = .05 (Field, 2013). For the current study, the
Bonferroni correction results in a = .05 / 3 = .017, so that only predictors whose

relationship with the outcome variable met that significance level were interpreted.
Results of these equations are described in the next sections. Implications of findings
will be discussed in the next chapter.
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Hypothesis 1
Endorsement of the selected subscales of traditional masculinity ideology,

masculine norm conformity and gender role conflict will be associated with a higher
probability of expressing a therapist gender preference.

Data screening. The assumptions of logistic regression were tested.
Specifically, these include (a) noncollinearity, (b) linearity and (c) independence of
errors.

Variance Inflation Factor (VIF) values and tolerance values were calculated,

which indicate levels of collinearity between predictors. VIF values below 10 and
tolerance values above the value of .10 suggest that there are acceptable levels of
collinearity between predictors (Hahs-Vaughn, 2017). In this sample, all VIF values
were below 10 and tolerance values were above .10, suggesting no problems with
multicollinearity (see Table 2).

Table 2

Hypothesis 1 - Collinearity statistics
Model
Race/Ethnicity
Therapy history
MRNI NSM
MRNI AF
MRNI RE
CMNI HSP
CMNI EC
GRCS RE
GRCS RABBM

VIF
1.136
1.073
2.338
1.958
2.159
2.312
1.884
2.750
2.281

Tolerance
.880
.932
.428
.511
.463
.432
.531
.364
.438

For logistic regression analysis, there is an assumed linear relationship between
each predictor variable and the logit of the outcome variable. One way to assess for this

assumption is the Box-Tidwell transformation, which involves re-estimating the model

117

and including, along with the original predictors, interaction terms, which represent the

product of an individual predictor and its natural logarithm (Hahs-Vaughn, 2017).

Nonsignificant interaction terms suggest that the data satisfies the linearity assumption.
In this sample, all interaction terms were nonsignificant, suggesting no problems with

linearity (see Table 3).
Table 3

Hypothesis 1 - Linearity statistics

Predictor

B

S.E.

Wald

Df

Sig.

Race
Therapy history
MRNI NSM
MRNI AF
MRNI RE
CMNI HSP
CMNI EC
GRCS RE
GRCS RABBM
MRNI NSM In
MRNI AF In
MRNI RE In
CMNI HSP In
CMNI EC In
GRCS RE In
GRCS_RABBM_
In
Constant

-1.382
-.004
1.903
-.665
.267
1.039
-1.235
-.148
1.303
-.960
.315
-.314
-.372
.679
.291
-.319

.511
.006
1.256
1.143
1.439
3.374
3.810
2.047
1.935
.596
.520
.687
1.868
2.026
.951
.930

7.323
.489
2.295
.339
.034
.095
.105
.005
.454
2.595
.366
.209
.040
.112
.093
.117

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

.007
.484
.130
.561
.853
.758
.746
.942
.501
.107
.545
.648
.842
.738
.760
.732

Exp(B) 95% C.I. for
Exp(B)
Lower Upper
.092
.683
.251
.996
.984
1.008
6.704
.572
78.617
.514
.055
4.829
1.306
.078
21.945
2.826
.004
2103.909
.291
.000
508.801
.862
.016
47.677
3.681
.083
163.231
.383
.119
1.231
1.370
.494
3.799
.731
.190
2.807
.690
.018
26.826
1.972
.037
104.547
1.337
.207
8.620
.727
.117
4.503

-3.563

4.519

.622

1

.430

.028

* p < .05. ** p < .01. *** p < .001.

Independence of errors was assessed by examining a plot of the standardized
residuals against values of each predictor variable. In each plot, approximately eight
cases (<5% of the sample) placed slightly outside the band of -2.0 to + 2.0; all remaining
cases were within an absolute value of 2.0, thus suggesting that the assumption of

118

independence has been met. Additionally, no examples of identical cases data were

found in the set and Survey Monkey settings were chosen so that once a participant
accessed the survey, they could no longer re-access the survey from the same IP address,
minimizing the likelihood that a single participant could provide more than one case of

data.
In addition to data assumptions, outliers and influential points were also assessed.

For this study, outliers were defined as outcome values whose standard error was at least
two standard deviations from the mean. In this sample, five cases exhibited outcomes

whose standard error exceeded two standard deviations. Logistic regression equations
were run both with and without these cases; no meaningful differences were found in fit
statistics or regression outputs between the two. As a secondary check on the influence

of these points, Cook’s distance values were calculated, which indicate the relative
influence of an individual case on the model as a whole. A value above 1.0 indicates that

the case in question may be problematic in terms of undue influence on the model (Hahs-

Vaughn, 2017). Cook’s distance values ranged from 0 to 0.76, suggesting that no cases,

including those flagged as outliers, were exerting undue influence on the model.
Additionally, 5 cases represent approximately 3% of the total 163 cases. This value falls

within the 5% of cases whose standard error can be expected to fall outside two standard
deviations of the mean in a standard distribution. For these reasons, all cases were

retained in the final analysis.
Finally, following a recent study in which age emerged as a significant predictor

in men’s preferences for therapy type (Cole et al., 2019), age was tested for significance
in predicting the probability of men expressing a therapist gender preference, to
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determine whether it would be held constant as a covariate in the final analysis. Results

indicated that age did not significantly predict the probability of men expressing a
therapist gender preference (see Table 4), so it was not included as a covariate.

Table 4

Hypothesis 1 - Testing age as covariate

Age
Constant

B
-.016
1.289

Wald
1.189
4.908

S.E.
.015
.582

Df
1
1

Sig.
.275
.027

Exp(B)
.984
3.630

* p < .05. ** p < .01. *** p < .001.

Results. Logistic regression analysis was then conducted to determine whether
the seven masculinity predictor variables could predict the probability of men expressing

a therapist gender preference. Descriptive statistics (group means and standard
deviations) can be seen in Table 5. Regression outputs and fit indices can be seen in

Table 6.
Table 5

Hypothesis 1 - Group means (and standard deviations) ofpredictors

Predictor
MRNI_NSM
MRNI_AF
MRNI_RE
CMNI_HSP
CMNI_EC
GRCS_RE
GRCS RABBM

No preference
2.28 (1.58)
3.03 (1.63)
2.36 (1.37)
2.06 (0.69)
2.29 (0.64)
2.48 (1.16)
2.57 (1.20)
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Preference
2.58 (1.46)
3.54 (1.66)
2.77 (1.31)
2.31 (0.71)
2.58 (0.61)
3.32 (1.19)
3.44 (1.06)

Table 6

Hypothesis 1 - Regression fit indices and output
Model summary
-2 log likelihood
Cox & Snell R2
176.195
.186
Hosmer and Lemeshow test
Df
x2
7.268
8
Classification table

Step
1
Step
1

Nagelkerke R2
.257

Sig.
.508

Predicted
TxGenderPrefBinary
No preference
Preference

Observed

TxGenderPrefBinary No
27
preference
Preference 12
Overall percentage
Symmetric measures
Value
Measure of agreement
Kappa
.399
Step
1

Predictor

B

S.E.

Wald

Df

Sig.

Race
Therapy history
MRNI NSM
MRNI AF
MRNI RE
CMNI HSP
CMNI EC
GRCS RE
GRCS RABBM
Constant

-1.279
-.003
-.147
.038
-.301
.453
.120
.403
.648
-2.420

.491
.006
.192
.154
.211
.413
.402
.253
.245
.944

6.787
.325
.589
.062
2.032
1.202
.089
2.545
6.973
6.572

1
1
1
1
1
1
1
1
1
1

.009*
**
.569
.443
.803
.154
.273
.766
.111
**
.008
.010

29

95

Percentage
correct
48.2
88.8
74.8

Exp(B) 95% C.I. for
Exp(B)
Lower Upper
.278
.106
.728
.997
.985
1.008
.863
.593
1.257
1.039
.769
1.405
.740
.489
1.119
1.573
.700
3.533
1.127
.513
2.478
1.497
.912
2.457
1.911
1.182
3.091
.089

* p < .017. ** p < .01. *** p < .001.

Acceptable model fit was evidenced by statistically nonsignificant results on the

Hosmer and Lemeshow test, x2= 7.268, df = 8, p = .508. These results suggest that there

is not a statistically-significant difference between predicted outcome values and
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observed outcome values distinguishing between those who expressed a preference for
therapist gender and those who expressed no preference. The magnitude of the shared

variance between the set of predictor variables and the outcome variable was marked by
small effect size indices (Cox and Snell R2 = .186; Nagelkerke R2 = .257) when

interpreted using Cohen’s (1988) guidelines for correlation, which denote values of 0.1 to
0.3 as representing small effect size, values of 0.3 to 0.5 as medium effect size, and

values of 0.5 to 1.0 as large effect size (Hahs-Vaughn, 2017). Of the seven predictors in
the model, only Restrictive Affectionate Behavior Between Men was a statistically

significant predictor of men expressing a therapist gender preference (Wald = 6.973, df =
1, p = .008). The odds ratio for this predictor suggests that for every one-unit increase in

the level of participants’ restrictive affectionate behavior toward men, the odds are about

191% greater that they will express a therapist gender preference, compared to no
preference. No other masculinity variables were statistically significant, suggesting that

the odds of expressing a therapist gender preference are similar regardless of the degree

to which men endorse these constructs.

Interestingly, participant race also emerged as a statistically significant predictor
of men expressing a therapist gender preference (Wald = 6.787, df = 1, p = .009). The
odds ratio for this variable suggests that participants of Color are approximately 28%

less-likely to express a therapist gender preference than their White counterparts, which
contrasts most prior findings in this area.

Overall, the logistic regression model accurately predicted 74.8% of the men in
the sample, with men who expressed a therapist gender preference notably more likely to

be classified correctly (88.8%) than those who expressed no therapist gender preference
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(48.2%). To account for change agreement in classification, the Kappa coefficient was

computed. Kappa values can range from -1.0 to 1.0; a Kappa value of 0 indicates that the
agreement between predicted and observed values is the same as expected by chance
(Hahs-Vaughn, 2017). Kappa values less than .30 are generally considered to indicate
weak prediction, values between .30 and .50 indicate moderate prediction and values

greater than .50 suggest strong prediction (Hahs-Vaughn, 2017). The Kappa value was

found to be .399, suggesting moderate prediction.

Hypothesis 2
Endorsement of the selected subscales of traditional masculinity ideology,

masculine norm conformity and gender role conflict will be associated with a lower
probability of expressing a gender preference for a man therapist.

Data screening. Regarding noncollinearity in this equation, all VIF values were

below 10 and tolerance values were above .10, suggesting no problems with
multicollinearity (see Table 7).

Table 7

Hypothesis 2 - Collinearity statistics

Model
Race/Ethnicity
Therapy history
MRNI NSM
MRNI AF
MRNI RE
CMNI HSP
CMNI EC
GRCS RE
GRCS RABBM

VIF
1.141
1.077
2.360
1.961
2.148
2.328
1.907
2.742
2.296

Tolerance
.876
.929
.424
.510
.465
.430
.524
.365
.436

The Box-Tidwell transformation for this equation originally produced two

significant interaction terms (MRNI_NSM_ln: p = .010; GRCS_RABBM_ln: p = .013),

123

suggesting that these predictors were violating the linearity assumption. After a small

number of outliers were removed from the data (described in more detail below), one of
the interaction terms became nonsignificant (GRCS_RABBM_ln: p = .056), thus
resolving the linearity violation for that predictor (see Table 8). However, the other

interaction term remained significant even through the removal of all outlier cases.

Because the outcome data is binary, data transformation was not a viable option to
resolve nonlinearity. As a result, the output values specifically related to the Negativity
toward Sexual Minorities predictor should be interpreted with caution.
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Table 8

Hypothesis 2 - Linearity statistics
Predict B
or
-1.189
Race
Therapy -.001
history
MRNI
8.240
NSM
MRNI
.354
AF
MRNI
-1.093
RE
CMNI
-4.708
HSP
CMNI
-7.322
EC
3.026
GRCS
RE
6.406
GRCS
RABB
M
MRNI
-4.177
NSM ln
MRNI
.156
AF ln
.454
MRNI
RE ln
CMNI
1.783
HSP ln
CMNI
3.213
EC ln
-1.049
GRCS
RE ln
-3.070
GRCS
RABB
M ln
Constant -8.019

S.E.

Wald

Df

Sig.

Exp(B)

.901
.008

1.744
.020

1
1

.187
.887

.304
1.001

95% C.I. for Exp(B)
Lower
Upper
.052
1.779
.986
1.016

2.653

9.645

1

.002

3790.601

20.901

1.546

.053

1

.819

1.425

.060

687466
.114
29.509

2.201

.246

1

.620

.335

.004

25.078

5.255

.803

1

.370

.009

.000

6.901

1.126

1

.289

.001

.000

3.471

.760

1

.383

20.622

.023

3.414

3.521

1

.061

605.401

.752

268.30
9
494.20
3
18562.
661
487605
.770

1.323

9.970

1

.002***

.015

.001

.205

.677

.053

1

.817

1.169

.310

4.407

1.061

.183

1

.669

1.575

.197

12.614

2.870

.386

1

.535

5.945

.021

3.614

.790

1

.374

24.865

.021

1.555

.455

1

.500

.350

.017

1648.2
62
29657.
943
7.375

1.607

3.652

1

.056

.046

.002

1.082

7.506

1.141

1

.285

.000

* p < .05. ** p < .01. *** p < .001.

Independence of errors was assessed by examining a plot of the standardized
residuals against values of each predictor variable. In each plot, approximately twelve
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cases (~7% of the sample) placed slightly outside the band of -2.0 to + 2.0; all remaining
cases were within an absolute value of 2.0, thus suggesting that the assumption of
independence has been met. Additionally, no examples of identical cases data were

found in the set.
Regarding outliers and influential points in this sample, seven cases initially
exhibited outcomes whose standard error exceeded two standard deviations from the

mean. Removing the two cases with the highest values of standard error (> |3| standard
deviations from the mean) from the dataset resolved the linearity violation for one

predictor, so this action was completed. However, the removal of the remaining outliers
did not resolve the other predictor’s linearity violation. Full logistic regression equations
were run with and without the remaining outliers in the dataset and no meaningful
differences were found in fit statistics or regression outputs between the two, either. As a

secondary check on the influence of the remaining points, Cook’s distance values were

calculated, which ranged from 0 to 0.63, suggesting that no cases, including those flagged
as outliers, were exerting undue influence on the model. As in the example for

Hypothesis 1, five cases represent an expected amount whose standard error will fall
outside two standard deviations of the mean. For these reasons, all remaining cases were

retained in the final analysis.
Finally, age was tested for significance in predicting the probability of men

expressing a preference for a man therapist, to determine whether it would be held
constant as a covariate in the final analysis. Results indicated that age did not
significantly predict the probability of men expressing a preference for a man therapist
(see Table 9), so it was not included as a covariate.
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Table 9

Hypothesis 2 - Testing age as covariate

Age
Constant

B
-.030
-.400

S.E.
.021
.761

Wald
2.068
.277

Df
1
1

Sig.
.150
.599

Exp(B)
.970
.670

* p < .05. ** p < .01. *** p < .001.

Results. Logistic regression analysis was then conducted to determine whether
the seven masculinity predictor variables could predict the probability of men expressing

preference for a man therapist. Descriptive statistics (group means and standard
deviations) can be seen in Table 10. Regression outputs and fit indices can be seen in

Table 11.
Table 10

Hypothesis 2 - Group means (and standard deviations) ofpredictors

Predictor
MRNI_NSM
MRNI_AF
MRNI_RE
CMNI_HSP
CMNI_EC
GRCS_RE
GRCS RABBM

No preference for man
2.49 (1.58)
3.24 (1.65)
2.58 (1.38)
2.23 (0.72)
2.47 (0.64)
2.96 (1.26)
3.13 (1.26)
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Preference for man
2.32 (1.02)
3.92 (1.65)
2.81 (1.16)
2.18 (0.63)
2.51 (0.63)
3.35 (1.11)
3.23 (0.87)

Table 11

Hypothesis 2 - Regression output andfit indices
Model summary
-2 log likelihood
Cox & Snell R2
130.778
.106
Hosmer and Lemeshow test
Df
X2
8.937
8
Classification table

Step
1
Step
1

Nagelkerke R2
.175

Sig.
.348

Predicted
TxGenderPref_Man
No preference Preference
for man
for man
131
2

Observed

TxGenderPref_Man No
preference
Preference 26
Overall percentage
Symmetric measures
Value
.085
Measure of agreement
Kappa
Step
1

2

Predictor

B

S.E.

Wald

Df

Sig.

Exp(B)

Race
Therapy history
MRNI NSM
MRNI AF
MRNI RE
CMNI HSP
CMNI EC
GRCS RE
GRCS RABBM
Constant

-1.192
.003
-.272
.518
-.054
-.636
-.326
.388
.097
-1.853

.810
.007
.252
.189
.258
.487
.516
.299
.303
1.183

2.167
.148
1.165
7.525
.044
1.707
.400
1.680
.103
2.452

1
1
1
1
1
1
1
1
1
1

.141
.701
.280
.006***
.833
.191
.527
.195
.748
.117

.304
1.003
.762
1.678
.947
.529
.722
1.474
1.102
.157

Percentage
correct
98.5

7.1
82.6

95% C.I. for
Exp(B)
Lower Upper
.062
1.484
.989
1.017
.465
1.248
1.159
2.430
.571
1.570
.204
1.374
.262
1.983
.820
2.650
.609
1.995

* p < .017. ** p < .01. *** p < .001.

Acceptable model fit was evidenced by statistically nonsignificant results on the

Hosmer and Lemeshow test, x2 = 8.937, df = 8, p = .348. These results suggest that there

is not a statistically-significant difference between predicted outcome values and
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observed outcome values distinguishing between those who expressed a preference for a
man therapist and those who either expressed preference for a woman therapist, or no
preference. The magnitude of the shared variance between the set of predictor variables

and the outcome variable was marked by small effect size indices (Cox and Snell R2 =
.106; Nagelkerke R2 = .175) when interpreted using Cohen’s (1988) guidelines for

correlation (Hahs-Vaughn, 2017). Of the seven predictors in the model, only Avoidance

of Femininity was a statistically significant predictor of men’s preferences for a man
therapist (Wald = 7.525, df = 1, p = .006). The odds ratio for this predictor suggests that

for every one-unit increase in the level of participants’ avoidance of femininity, the odds
are about 168% greater that they will express preference for a man therapist as opposed

to a woman therapist, or no preference. No other masculinity variables were statistically

significant, suggesting that the odds of expressing preference for a man therapist are

similar regardless of the degree to which men endorse these constructs.

Overall, the logistic regression model accurately predicted 82.6% of the men in
the sample, with men who did not express preference for a man therapist much more

likely to be classified correctly (98.5%) than those who expressed preference for a man
therapist (7.1%). To account for change agreement in classification, the Kappa

coefficient was computed and found to be .085, suggesting weak prediction (Hahs-

Vaughn, 2017).

Hypothesis 3
Endorsement of the selected subscales of traditional masculinity ideology,

masculine norm conformity and gender role conflict will be associated with a higher
probability of expressing a gender preference for a woman therapist.
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Data screening. Regarding noncollinearity in this equation, all VIF values were

below 10 and tolerance values were above .10, suggesting no problems with
multicollinearity (see Table 12).

Table 12

Hypothesis 3 - Collinearity statistics

Model
Race/Ethnicity
Therapy history
MRNI NSM
MRNI AF
MRNI RE
CMNI HSP
CMNI EC
GRCS RE
GRCS RABBM

VIF
1.136
1.073
2.338
1.958
2.159
2.312
1.884
2.750
2.281

Tolerance
.880
.932
.428
.511
.463
.432
.531
.364
.438

The Box-Tidwell transformation for this equation resulted in uniformly
nonsignificant interaction terms, suggesting that the data satisfies the linearity assumption
(see Table 13).
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Table 13

Hypothesis 3 - Linearity statistics
Wald Df Sig.

Predictor

B

S.E.

Race
Therapy history
MRNI NSM
MRNI AF
MRNI RE
CMNI HSP
CMNI EC
GRCS RE
GRCS RABBM
MRNI NSM In
MRNI AF In
MRNI RE In
CMNI HSP In
CMNI EC In
GRCS RE In
GRCS RABBM
In
Constant

-.728
-.005
-.464
-.556
-.300
3.862
.801
.718
-1.215
.219
.097
.054
-1.826
-.214
-.282
.882

.458 2.523
.006
.768
1.152 .162
1.055 .277
1.355 .049
3.143 1.509
3.890 .042
1.940 .137
1.863 .425
.537
.166
.476
.042
.643
.007
1.709 1.142
2.050 .011
.882
.102
.882
1.001

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

.112
.381
.687
.598
.824
.219
.837
.711
.514
.683
.838
.933
.285
.917
.749
.317

Exp(B) 95% C.I. for
Exp(B)
Lower Upper
.483
.197
1.186
.995
.983
1.007
.629
.066
6.009
.574
.073
4.538
.740
.052
10.531
47.555 .100
22531.574
2.229
.001
4562.200
2.051
.046
91.903
.297
.008
11.436
1.245
.434
3.569
1.102
.434
2.802
1.056
.299
3.725
.161
.006
4.589
.807
.015
44.918
.754
.134
4.247
2.416
.429
13.607

-4.611

4.706

1

.327

.010

.960

* p < .05. ** p < .01. *** p < .001.

Independence of errors was assessed by examining a plot of the standardized
residuals against values of each predictor variable. In each plot, approximately two cases

(~1% of the sample) placed slightly outside the band of -2.0 to + 2.0; all remaining cases
were within an absolute value of 2.0, thus suggesting that the assumption of
independence has been met. Additionally, no examples of identical cases data were

found in the set.
All outcome values in this sample had standard errors within two standard
deviations of the mean, so there were no identified outliers. As a secondary check on the

influence of any particular cases, Cook’s distance values were calculated, which ranged
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from 0 to 0.65, suggesting that no cases were exerting undue influence on the model. As

a result, all cases were retained in the final analysis.
Finally, age was tested for significance in predicting the probability of men

expressing a preference for a woman therapist, to determine whether it would be held
constant as a covariate in the final analysis. Results indicated that age did not
significantly predict the probability of men expressing a preference for a woman therapist
(see Table 14), so it was not included as a covariate.

Table 14

Hypothesis 3 - Testing age as covariate

Age
Constant

B
.000
-.128

S.E.
.014
.551

Wald
.000
.054

Df
1
1

Sig.
.984
.816

Exp(B)
1.000
.880

* p < .05. ** p < .01. *** p < .001.

Results. Logistic regression analysis was then conducted to determine whether
the seven masculinity predictor variables could predict the probability of men expressing

preference for a woman therapist. Descriptive statistics (group means and standard
deviations) can be seen in Table 15. Regression outputs and fit indices can be seen in

Table 16.

Table 15
Hypothesis 3 - Group means and standard deviations of predictors

Predictor
MRNI_NSM
MRNI_AF
MRNI_RE
CMNI_HSP
CMNI_EC
GRCS_RE
GRCS RABBM

No preference for woman
2.33 (1.44)
3.34 (1.67)
2.54 (1.30)
2.12 (0.68)
2.37 (0.64)
2.80 (1.22)
2.81 (1.13)
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Preference for woman
2.63 (1.57)
3.39 (1.66)
2.73 (1.38)
2.35 (0.73)
2.61 (0.61)
3.30 (1.22)
3.53 (1.14)

Table 16

Hypothesis 3 - Regression output andfit indices
Model summary
-2 log likelihood
Cox & Snell R2
200.337
.143
Hosmer and Lemeshow test
Df
x2
6.117
8
Classification table

Step
1
Step
1

Nagelkerke R2
.191

Sig.
.634

Predicted
TxGenderPref_Woman
No
Preference Percentage
preference
for woman correct
for woman
61
25
70.9

Observed

TxGenderPref_Woman No
preference
Preference 32
Overall percentage
Symmetric measures
Value
.295
Measure of agreement
Kappa
Step
1

45

58.4
65.0

95% C.I. for
Exp(B)
Lower Upper
.219
1.259
.984
1.007
.714
1.406
.543
1.003
.583
1.231
.830
3.513
.697
3.028
.694
1.666
1.181
2.815

Predictor

B

S.E.

Wald

Df

Sig.

Exp(B)

Race
Therapy history
MRNI NSM
MRNI AF
MRNI RE
CMNI HSP
CMNI EC
GRCS RE
GRCS RABBM
Constant

-.644
-.005
.002
-.304
-.166
.535
.373
.073
.601
-2.701

.446
.006
.173
.157
.191
.368
.375
.223
.222
.909

2.083
.659
.000
3.760
.757
2.114
.991
.106
7.347
8.838

1
1
1
1
1
1
1
1
1
1

.149
.417
.991
.052
.384
.146
.320
.744
**
.007
.003

.525
.995
1.002
.738
.847
1.708
1.452
1.076
1.823
.067

* p < .017. ** p < .01. *** p < .001.

Acceptable model fit was evidenced by statistically nonsignificant results on the

Hosmer and Lemeshow test, x2 = 6.117, df = 8, p = .634. These results suggest that there

is not a statistically-significant difference between predicted outcome values and
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observed outcome values distinguishing between those who expressed a preference for a
woman therapist and those who either expressed preference for a man therapist, or no

preference. The magnitude of the shared variance between the set of predictor variables

and the outcome variable was marked by small effect size indices (Cox and Snell R2 =
.143; Nagelkerke R2 = .191) when interpreted using Cohen’s (1988) guidelines for

correlation (Hahs-Vaughn, 2017). Of the seven predictors in the model, only Restrictive
Affectionate Behavior Between Men was a statistically significant predictor of men’s

preferences for a woman therapist (Wald = 7.347, df = 1, p = .007). The odds ratio for
this predictor suggests that for every one-unit increase in the level of participants’

restrictive affectionate behavior toward men, the odds are about 182% greater that they
will express preference for a woman therapist as opposed to a man therapist, or no

preference. No other masculinity variables were statistically significant, suggesting that

the odds of expressing preference for a woman therapist are similar regardless of the

degree to which men endorse these constructs.

Overall, the logistic regression model accurately predicted 65% of the men in the
sample, with men who did not express preference for a woman therapist more likely to be

classified correctly (70.9%) than those who expressed preference for a woman therapist
(58.4%). To account for change agreement in classification, the Kappa coefficient was

computed and found to be .295, on the border of weak and moderate prediction levels
(Hahs-Vaughn, 2017).

Overview
In sum, the model of masculinity constructs emerged as a significant predictor of

men’s therapist gender preferences for an emotional concern. On an individual predictor
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level, Restrictive Affectionate Behavior Between Men and Avoidance of Femininity

emerged as the sole masculinity constructs included in the current study that
demonstrated a significant relationship with men’s preferences for therapist gender for an

emotional concern. Specifically, as men’s discomfort with affectionate behavior with
other men increases, the probability that they will express a therapist gender preference and specifically for a woman therapist - increases. Additionally, as men’s avoidance of

being perceived as feminine or engaging in behaviors that may be perceived as feminine

increases, the probability that they will express a preference for a man therapist increases.

It is important to note that these prior findings were statistically significant with a small
effect size, suggesting that the magnitude of these differences may be relatively slight in

practice. Another interesting finding emerged in the current sample in that participants of
Color were significantly less-likely to express a preference for therapist gender for an
emotional concern compared to White participants, in contrast to prior research samples
on this topic. Implications of all of these findings for practice and research will be

reviewed in the next chapter. The next section of this chapter will review the analysis of
participants’ responses to the open prompt regarding the nature of their therapist gender

preference, or lack thereof.

Qualitative analysis

Data cleaning/screening

As the final item in the survey, participants were given an open prompt to explain
more about why they selected their specific therapist gender preference (or lack thereof).

All participants competed this prompt; there was no missing data. In order to aid with
analysis, participants’ responses were first divided into three categories: Preference for
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man therapist (e.g., selected a value of 1, 2 or 3 on the preceding therapist preference

item), Preference for woman therapist (e.g., selected a value of 5, 6 or 7) or No
preference (e.g., selected a value of 4). In this way, participants’ responses explaining
the nature of their preference were collated within the context of their particular kind of

preference and could be compared with others who expressed the same preference. Data

was then analyzed and coded according to the qualitative methodology explained in
Chapter 3. Codes and subcodes are presented in magnitude order, based on presence

across all data (e.g., from most-frequently-occurring to least-frequently-occurring).

Please reference Tables 17-19 for coding charts, including tallies of each code and
subcode in the data, categorized by preference type (e.g., man, woman or none). There
are eight primary codes as follows: Quality of Therapy Process, Gendered

Characteristics, Prior Relationships, Understanding of Men’s Experiences, Prioritize
Other Qualities, Miscellaneous, Presenting Concern, and Gender Beliefs.
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Table 17
Coding - Preference for man therapist

CODE
(MAGNITUDE) /
Subcode (Magnitude)
UNDERSTANDING
OF MEN'S
EXPERIENCES (22)

General (18)
Specific (4)

QUALITY OF
THERAPY
PROCESS (16)

Disclosure (7)

Comfort (7)

Lack of Sexual
Attraction (2)

Definition

Evaluation

Values

(+) man

(1) Essentialism vs.
gender role socialization
(2) Heteronormative

(+) man

Gender role socialization

(+) man

(+) man
(-) woman

N/A
(1) Avoidance of
femininity (MRNI)
(2) Power over women
(CMNI)

(+) man
(-) woman

Objectification of women

Describes responses that contextualize preference within the
man therapist's ability to understand the experience of another
man

Mentions a general sense of increased understanding
Mentions specific men's experiences that a man therapist can
better understand

Describes responses that contextualize preference within the
way that therapist gender impacts the participant's subjective
experience of the therapy process.
Mentions a way in which therapist gender plays a role in the
participants' experience of the quality and/or depth of
disclosure in session

Mentions a way in which therapist gender plays a role in the
level of participants' comfort in session
Mentions a way in which therapist gender prevents the
participant from experiencing sexual attraction toward the
therapist
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GENDERED
Describes responses that contextualize preference within the
CHARACTERISTICS personality characteristics or personal qualities of the
therapist, attributable to their gender
(5)
Stability (4)
Competence (1)

Mentions the therapist's emotional or cognitive stability
Mentions the therapist's general clinical competence

PRESENTING
CONCERN (4)
Sexual (3)
Relationship (1)

Describes responses that contextualize preference within the
context of a specific presenting concern
Mentions sex-related presenting concerns
Mentions relationship-related presenting concerns

PRIOR
RELATIONSHIPS (3)

Describes responses that contextualize preference within the
context of participants' experience in prior relationships
Mentions experiences with personal relationships, not
explicitly-named as family

Personal (3)
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(+) man
(-) woman
(+) man

(+) man

(+) man
(-) woman

(1) Essentialism
(2) Gender stereotyping
(3) Sexism
Sexism

N/A
N/A

N/A

Table 18
Coding - Preference for woman therapist

CODE
(MAGNITUDE) /
Subcode (Magnitude)
GENDERED
CHARACTERISTICS
(55)

Empathy (20)
Emotional intelligence
(12)

Warmth (9)

Definition

Evaluation

Values

Describes responses that contextualize preference within the
personality characteristics or personal qualities of the
therapist, attributable to their gender

Mentions characteristics related to empathy, understanding
and non-judgment
Mentions characteristics related to competence with emotions
and related communication
Mentions characteristics related to the expression or
embodiment of warmth or comfort

Listening skills (8)
Woman's perspective
(5)

Mentions competence with listening and/or perspective-taking

Competence (2)

Mentions the therapist's general clinical competence

QUALITY OF
THERAPY
PROCESS (54)

Describes responses that contextualize preference within the
way that therapist gender impacts the participant's subjective
experience of the therapy process.

Mentions a unique, non-descript perspective related to gender
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(+) woman
(-) man
(+) woman
(-) man
(+) woman
(-) man
(+) woman
(-) man
(+) woman
(+) woman
(-) man

(1) Gender stereotyping
(2) Fear of men
endorsing masculinity
ideology
(1) Essentialism
(2) Gender stereotyping

Gender stereotyping
Gender stereotyping
Gender stereotyping
N/A

(1) RABBM (GRCS)
(2) Fear of men
endorsing masculinity
ideology

Mentions a way in which therapist gender plays a role in the
participants' experience of the quality and/or depth of
disclosure in session
Mentions a way in which therapist gender plays a role in the
level of participants' comfort in session
Mentions a way in which therapist gender plays a role in the
level of participants' ability to trust the therapist

(+) woman
(-) man
(+) woman
(-) man
(+) woman
(-) man

(+) woman
(-) man
(+) woman
(+) woman
(-) man

Fear of man endorsing
masculinity ideology
N/A

Personal (3)

Describes responses that contextualize preference within
participants' experience in prior relationships
Mentions experiences with professional relationships (e.g.,
therapist, healthcare provider)
Mentions experiences with family relationships
Mentions experiences with personal relationships, not
explicitly named as family

MISCELLANEOUS
(4)

Describes responses that contextualize preference within a
general, non-descript positive association

(+) woman

N/A

PRESENTING
CONCERN (3)
Relationship (2)

Describes responses that contextualize preference within the
context of a specific presenting concern
Mentions relationship-related presenting concerns

Sexual (1)

Mentions sex-related presenting concerns

(+) woman
(+) woman
(-) man

Heteronormativity
Fear of men endorsing
masculinity ideology

Disclosure (33)
Comfort (19)

Trust (2)

PRIOR
RELATIONSHIPS
(19)
Professional (12)
Family (4)
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RABBM (GRCS)
Power and Status
(MNRI)

N/A

Table 19
Coding - No preference

CODE
(MAGNITUDE) /
Subcode (Magnitude)
PRIORITIZE
OTHER QUALITIES
(21)

Definition

Evaluation Values

Describes responses that contextualize lack of preference within the
higher prioritization of other therapist qualities

Competence (18)

Mentions the therapist's general clinical competence

(+) man
(-) man
(+) woman

Relationship (3)

Mentions qualities related to a positive therapeutic relationship

N/A

PRIOR
RELATIONSHIPS
(16)

Describes responses that contextualize lack of preference within
participants' experience in prior relationships

Professional (11)

Personal (4)
Family (1)

Mentions experiences with professional relationships (e.g.,
therapist, healthcare provider)
Mentions experiences with personal relationships, not explicitly
named as family
Mentions experiences with family relationships
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(+) man
(-) man
(+) woman
(-) woman
(+) man
(+) woman
(+) woman

(1) Prefer
competence over
demographic
characteristics
(2) Lack of gender
stereotyping/sexism
Prefer relationship
over evidence-based
interventions

Lack of gender
stereotyping/sexism

N/A
N/A

Indifferent (7)
Generic (5)

Describes responses that contextualize lack of preference within a
general, non-descript manner
Mentions indifference toward therapist gender or a lack of intention
to seek therapy
Mentions only not having a preference - no reason given

GENDER BELIEFS
(6)

Describes responses that contextualize lack of preference within
general beliefs about gender

MISCELLANEOUS
(12)

Similarity (4)

N/A
N/A

N/A
N/A

(+) man
(+) woman
(+) man
(+) woman

Gender-blind
Egalitarian
stereotyping

Relativity (2)

Mentions both genders providing the same qualities
Mentions both genders providing different, but equally valuable,
qualities

QUALITY OF
THERAPY
PROCESS (4)

Describes responses that contextualize lack of preference within the
way that therapist gender impacts the participant's subjective
experience of the therapy process.

Comfort (3)

(+) man
(-) man
Mentions a way in which therapist gender plays a role in the level of (+) woman
(-) woman
participants' comfort in session
Mentions a way in which therapist gender plays a role in the
participants' experience of the quality and/or depth of disclosure in
(-) man
session
(-) woman

Disclosure (1)
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Prefer relationship
over evidence-based
interventions

N/A

Quality of therapy process
The most frequently-occurring response across all data contextualized
participants’ preference within the way that the therapist’s gender impacts the

participant’s subjective experience of the therapy process. This code was named,

“Quality of Therapy Process”. This response type occurred in participants across all

therapist preference type: man, woman and none. For participants who expressed

preference for a man therapist and those who preferred a woman therapist, it was the

second-most frequent response, though in the latter group was nearly-tied with the most
frequent response. However, for participants who expressed no preference for therapist
gender, this response category was the least-common. Across data, this theme consisted

of four sub-codes, which described the specific elements of the therapy process that were
affected: Disclosure, Comfort, Trust and Lack of Sexual Attraction.

Disclosure. These responses mentioned a way in which the therapist’s gender

affected the participants' experience of the quality and/or depth of their disclosure in
session. These responses were present in those who expressed preference for a man

therapist (e.g., “In my experience, it is more productive for me to talk to a man. The

sessions are smoother and I can talk more about deep or intimate parts of myself”) and
those with preference for a woman therapist (e.g., “I've always felt that I can talk to
women about personal and emotional things easier than men”), suggesting that the same

anticipated characteristic can lead participants to different preferences. This expectancy

of a higher quality of disclosure was a leading reason for preference of both men and
women therapists. For those who prefer a man therapist, all responses related to

disclosure expressed positive valence toward a man therapist (see prior exemplar); none
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expressed negative valence toward a woman therapist. However, for those who prefer a
woman therapist, there were a mixture of responses indicating both a desire to approach

the desired woman therapist and avoid the undesired man therapist (e.g., “Telling my

issues to a man can seem awkward at times so I'd slightly rather have a woman

therapist”). Responses seldom explained why participants felt awkward or
uncomfortable with men. Some participants did express an explicit concern of being

judged by the man therapist (e.g., “I feel like I could open up more easily to a woman
than to a man. I fear that a man might judge me as being weak or whiny if I shared my
emotions or inability to do things with them”). This suggests that while participants may

or may not adhere to restrictive elements of masculinity ideology themselves, their

preferences for a woman therapist may be informed by their concern that the man

therapist endorses the restrictive ideology - for example, restrictive emotionality or self
reliance. Interestingly, there was one participant who indicated that their discomfort with

disclosure led them to have no therapist gender preference (e.g., “I don't really like
opening up to anyone and gender doesn't really affect whether or not I'd consider

speaking with the person about my personal problems. I would likely avoid speaking
candidly regardless of whether or not the person was male or female”), suggesting it still

may be a relevant variable to explore even with clients who do not voice a gender
preference.

Comfort. The second most-common set of responses within this category
explicitly mentioned a way in which the therapist’s gender affects the level of

participants' comfort in session. As with disclosure, these informed preferences for both

a man therapist (e.g., “I would just feel more comfortable talking to a man about these
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kinds of issues. I am sure that a female would be just as competent if not more so but I
would be able to open up to a man more comfortably...”) and a woman therapist (e.g., “I

feel more comfortable with a woman when being at my most vulnerable”). Some
responses from those who preferred a man therapist suggested that their preference was

based in avoiding discomfort with a woman (e.g., “Because I do not like to appear fragile

before a woman”). This may have its basis in certain elements of masculinity ideology,

including avoidance of femininity and wanting to maintain power over women.
Similarly, some responses from those who preferred a woman therapist suggested that
their preference was based in avoiding discomfort with a man (e.g., “I feel more

comfortable with women. I like them more. They are more caring in general. A male

therapist seems strange to me”). Similarly to discomfort with disclosure, this may have
its basis in men’s discomfort with affectionate behavior between other men. Also similar
to disclosure, comfort was also implicated in reasons for why some participants had no

gender preference. This could be within the context of feeling equally comfortable with
either gender (e.g., “I would be comfortable opening myself with both a man or a woman,
I don't really care about it”) or equally uncomfortable (e.g., “I think I would be equally

uncomfortable regardless of the therapist's gender. I really don't know if it would make a

difference”).

Trust. Two participants described a way in which specifically a woman therapist
allowed for a greater sense of trust within the therapeutic relationship than a man

therapist (e.g., “I think I just find it easier to trust a woman and perhaps that is because on
some level, I may consider other males more as competitors.”). This may be related to
participants’ endorsement of such masculinity ideology as power and status, or their fear
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that their therapist might endorse this same ideology. An increased sense of trust was not

present in any responses for those who preferred a man therapist.
Lack of sexual attraction. Finally, two participants described a way in which
specifically a man therapist prevents the participant from experiencing sexual attraction
toward the therapist (e.g., “There's no sex roles crap. The lust I feel for women would

not interfere in any way when dealing with a male therapist. I wouldn't be judging his

body or his looks”). Inherent in these responses was an objectification of the woman
therapist from the participants, along with a difficulty to control this attraction. An
avoidance of sexual attraction was not present in any responses for those who preferred a
woman therapist.

Gendered characteristics
The second most-common reason given by participants contextualized their
preference for their therapist within the personality characteristics or personal qualities of
that therapist, attributable to their gender. This code was named, “Gendered

Characteristics. ” This response type occurred in participants with either gender

preference but was absent in those with no gender preference. It emerged as the most-

common reason given by participants with a preference for a woman therapist, but was a
relatively minor reason among those who expressed preference for a man therapist. This

theme consisted of seven sub-codes, which described the gendered qualities attributed to
the therapist: Empathy, Emotional Intelligence, Warmth, Listening Skills, Woman’s

Perspective, Stability and Competence. Of note, each response code occurred almost
exclusively in one gender preference type. The first five codes listed were reasons given
only by people with a preference for a woman therapist. The sixth code, Stability, was
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only found in responses from participants with a preference for a man therapist.
Competence was the only code that described preferred gendered characteristics

attributed to both men and women therapists by participants. Inherent across most

responses within this category was some degree of gender stereotyping by participants
(e.g., describing women as warm or men as stable). What is unclear from most responses

is the extent to which participants view these gendered characteristics as more biological
or essentialist in nature, as compared to products of gender role socialization. However,
when explicitly acknowledged in participants’ responses, that distinction will be noted in

the subcodes below.
Empathy. The most frequent quality mentioned by participants pertained to the
woman therapist’s perceived empathy, understanding and non-judgment (e.g., “a female

therapist can be more understanding and sympathetic”). Many participants expressed this

preference not only with a positive valence toward a woman therapist but also a negative

valence toward a man therapist (e.g., “I've been in therapy for over 12 years and I've had

2 male therapists over that time period. The truth is they don't listen as well as women,
they aren't as perceptive as women, and they aren't as empathetic as women ^ I feel I

won't be judged with a woman”). For many of these participants, their preference for a
woman therapist seems to related to their concern that the man therapist endorses certain

restrictive masculine ideology - for example, restrictive emotionality or self-reliance.
Emotional intelligence. The second most-common therapist quality described by

participants pertained to the woman therapist’s competence with emotions and related
communication as compared to a man therapist (e.g., “I believe that a woman might be

better at talking about emotions than a man would”). One participant detailed that he
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believes this difference exists at a biological, essentialist level (“In my opinion, most
women are wired better for emotional matters, also, it is easier to talk to women about

emotions then men even if it's a subconscious neurotic thought pattern”).

Warmth. Next, participants mentioned desirable characteristics related to the
woman therapist’s expression or embodiment of warmth or comfort (e.g., “Because they

can have special care”). Similar to emotional intelligence, one participant detailed how
he believes that women therapist’s warmth exists at a biological, essentialist level (e.g.,

“Women have a more calming demeanor and are overall better therapists. They seem to
really understand the emotions of others better. It’s a mom thing or nurturing nature of a

female and that’s why I prefer them over a male therapist”).
Listening skills. Participants also articulated preferences for a woman therapist’s
perceived competence with listening and/or perspective-taking (e.g., “They take the time

to listen and look at things from my perspective”). Some participants expressed this

preference not only with a positive valence toward a woman therapist but also a negative

valence toward a man therapist (e.g., “I've always felt that I can talk to women about
personal and emotional things easier than men. They seem to listen better and make you

feel more at ease”).
Woman’s perspective. Several participants alluded to a non-descript but unique

perspective on their concerns that a woman would have as a result of their gender (e.g.,
“Not sure, but a woman's perspective may be helpful”). All responses expressed positive

valence toward a woman therapist; none expressed a desire to avoid the negative qualities

of a man therapist. Inherent in these responses, however, appeared to be a lack of
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acknowledgement of the diversity of life experiences among people who identify as
women, in reducing to a singular, common “woman’s perspective”.

Stability. Only present in those with a preference for a man therapist, these

responses reflected a belief in the man therapist’s emotional or cognitive stability,

generally at a biological or essentialist level (e.g., “.. .a man's hormone level is more
stable than a woman”). These responses generally carried both a positive valence toward
the man therapist and a negative valence toward the woman therapist. These responses
also appeared to be generally sexist in nature, adhering to disparaging gender stereotypes

(“I think there are some sexual generalizations that can hold true. I think this can carry

over into therapy. For example, I think women in general are bad at economics or
philosophy largely due to sexual reasons, and men in general aren't as prone to worrying

about things like character assassination in relationships”).
Competence. Finally, three participants expressed preference based on the

expected level of the therapist’s clinical competence, which they viewed as a function of
the therapist’s gender. Specifically, two participants mentioned that a woman therapist

possesses greater competence with therapy interventions (e.g., “I feel like I would get

better feedback on what triggers my anxiety and how to cope with it in the midst of a
panic attack”) while one participant’s response indicated that men possess higher levels

of clinical competence (“Men have more knowledge about therapy”). Similar to prior
responses about increased cognitive/emotional stability in men therapists, preference for

a man therapist based on this reason appears to stem from sexist beliefs.
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Prior relationships
The next most-common reason given for participants’ therapist gender
preferences pertained to the participants’ experiences in prior relationships. This code

was labeled, “Prior Relationships.” This response type was present in all three categories

of preference type: man, woman and none. It emerged as a moderately-frequent response
type for those with a preference for a woman therapist and those with no preference, but

was the least-common in those with a preference for a man therapist. This theme
consists of three sub-codes describing different kinds of prior relationships: Professional,

Family and Personal. Of note, those with a preference for a man therapist only denoted
prior personal relationships in describing their preferences. As a result, the remaining
two relationship codes occurred exclusively in those with a preference for a woman

therapist or with no preference.

Professional. The majority of participants with a preference for a woman
therapist, and who acknowledged prior relationships, mentioned past experiences with

professional relationships, such as a therapist or other healthcare provider (e.g., “I have

had women therapists in the past and also had a male therapist and found it was easier to
talk to and relate to a female therapist”). While responses generally only expressed

positive association toward a woman therapist, some expressed more of a desire to avoid
the negative qualities associated with men therapists (e.g., “Women therapists will delve

into feelings where men sort of dance around it. I really feel more comfortable talking

about feelings with a woman therapist than with a male”). Prior professional
relationships were also a common reason given by participants explaining why they

lacked a therapist gender preference. Sometimes, this pertained to participants having
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past therapy experiences (e.g., “I've had good experiences with both men and women
therapists. For me it comes down to a case-by-case basis. I don't think either gender

would be better or worse as providing care, and that is confirmed by my experiences with

both”), and sometimes this pertained to participants having no therapy experience (“I
have no experience with therapists. Both a female and male therapist present unknown
quantities to me and therefore equivalent quantities”). Perhaps due to exposure with

different men and women therapists, these responses generally displayed a lack of gender
stereotyping that was present in many other responses. When participants had therapy

experience, they generally lacked a gender preference due to positive experiences with

men and women therapists. However, some with therapy experience lacked a gender
preference due to uniformly negative experiences (e.g., “Why would I care about gender?
Therapists are completely ineffective”).

Personal. Several participants who expressed no gender preference mentioned

how experiences with personal relationships, not explicitly named as family, informed

their lack of therapist gender preference. These responses were generally positive
regarding interactions with men and women (e.g., “I wouldn't be concerned either way. I
really only talk to 2 people about my feelings. One is...my male best friend. Neither

judge. So I'm not picky”). For those with a preference for a woman therapist, three
participants mentioned how personal relationships influenced their preferences. In one
case, these were positive relationships leading to comfort (e.g., “I have always had

positive experiences with women as better listeners. I know this is a stereotype but it has
proven true in my friendships... so far.”). In another case, however, a participant alluded
to problem dynamics with men that influenced his preference for a woman therapist (“I
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have had a male therapist before and he was just as good as a women therapist but I think

because of how I've experienced other guys in general a woman makes me more
comfortable”). For those with a preference for a man therapist, personal relationships
were the only kind mentioned. As in the previous example, in one case this was a

positive relationship influencing comfort with a man therapist (e.g., “I also have a close

friend who is male who I can talk to”). In another case, however, a participant alluded to
problem dynamics with women that influenced his preference for a man therapist (“It is

too easy for me to work with women and I run the risk of letting them take care of me. It

is better to be on even footing with a man and not end up dependent on them as much”).
Family. From those who prefer a woman therapist, several participants
mentioned how positive experiences with women family members influenced their

preference (e.g., “It might be because I am really close to my mom, but I have always had

a slight preference talking to women”). One participant mentioned how experiences with
family relationships informed his lack of therapist gender preference (e.g., “I wouldn't be
concerned either way. I really only talk to 2 people about my feelings. One is my wife....

Neither judge. So I'm not picky”).

Understanding of men’s experiences

The next most-common explanation for participants’ therapist gender preferences

occurred exclusively in participants with a preference for a man therapist. This code was
named, “Understanding of Men’s Experiences.” This explanation pertained to that

therapist’s ability to understand the experience of another man and emerged as the mostcommon reason given for preferring a man therapist. Within the data, this primary theme

consisted of two sub-themes: General understanding and Specific understanding.
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Inherent in many of the responses across both sub-codes for this category was a kind of
heteronormativity or assumed singularity in a man’s experience despite the wide range of

diversity present in the life experiences of those who identify as men, similar to that

assumed in a woman therapist having a “woman’s perspective.”
General. General understanding responses represented the majority of responses
and indicated an increased understanding of a generalized male experience from the man
therapist (e.g., “I just think that a man would have more insight or information to things
that I (a man) might be going through”). All responses expressed positive valence toward

a man therapist; none expressed negative valence toward a woman therapist. Similar to
responses from the prior Gendered Characteristics category, it is unclear from
participants’ responses whether they view men sharing and understanding these common
experiences as a result of a shared, inherent biological nature or because they have

endured the same kinds of gender role socialization.

Specific. Specific understanding responses were fewer and mentioned specific
men's experiences that a man therapist can better understand (e.g., “I think it’s easier for a
male to understand the anger than another man has” or “I think a man would better
understand handling a breakup from a man’s point of view and be more helpful”). As

with the prior sub-code, all responses expressed positive valence toward a man therapist;
none expressed negative valence toward a woman therapist. Unlike with the General

codes, however, participants were a bit more explicit in acknowledging the role that

gender role socialization plays in men therapists understanding specific men’s
experiences (e.g., “He understands the struggle”).
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Prioritize other qualities

The next most-common reason for participants’ therapist gender preferences

occurred exclusively in participants who expressed no preference. This code was named,

“Prioritize Other Qualities.” These responses were the most frequent reason given by
participants without a preference and contextualized their lack of preference within their
greater prioritization of other therapist qualities. This theme consists of two sub-codes,

describing the two preferred qualities: Competence and Relationship.
Competence. The majority of participants reported that the therapist's general
clinical competence was more important to their preference than the therapist’s gender

(e.g., “I would care much more about their skills as a therapist than what sex they are”).
Of note, some responses within this sub-code also reflected a lack of gender stereotyping

in comparison to other response categories (e.g., “It doesn't really matter to me I would
hope that both genders have experience in this matter and are able to express emotions

well”).
Relationship. Three participants described that a positive therapeutic relationship

was more important to them than the therapist’s gender (e.g., “I don't care for a particular
gender, I just care for someone that will listen and try to understand how I feel”).
Miscellaneous

The next most-common response type occurred only in those who expressed
preference for a woman therapist or those with no preference. It was a moderately

frequent occurrence for those with no preference and relatively-infrequent for those with

a preference for a woman therapist. These responses generally contextualized preference
within short, non-descriptive responses. This code was named, “Miscellaneous,” and
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consisted of two sub-codes based on the nature of these responses: General and
Indifferent.
General. These responses contextualized participants’ preference for a woman
therapist, or lack of therapist gender preference, within a general, non-descript positive

association (e.g., “Just what my gut told me” or “I just do”).
Indifferent. Of note, Indifferent responses occurred only in those without an

expressed gender preference. Most participants within this sub-code voiced indifference
toward their therapist’s gender (e.g., “I don't really care about the gender of the person

I'm talking to when it comes to my mental health”) or a lack of intention to seek therapy

(“I don't care, I never go to therapy and never will”).
Presenting concern

The second least-common reason for participants’ therapist gender preference was

dependent within the context of a specific presenting concern. This code was named,

“Presenting Concern.” This response type occurred exclusively in participants who
expressed either gender preference. For those with a preference for a man therapist, it

was the second least-common response type and the least-common response type for
those who preferred a woman therapist. Participants named two different kinds of

presenting concerns, which represent this theme’s two sub-codes: Sex and Relationship.
Of note, both codes were present as explanations for preferences for either a man and

woman therapist.

Sex. Most participants described that they would prefer to meet with a man
therapist within the context of sex-related presenting concerns (e.g., “If it was a sexual
issue, I'd prefer to talk to a man”). All responses expressed positive attitudes toward a
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man therapist for this concern; none expressed negative attitudes toward a woman
therapist. One participant, however, expressed a preference for a woman therapist for
this concern. He attributed his preference to concerns over judgment from the man

therapist (“I feel women therapists are less judgy than men on sexual topics”). This fear

may be reflective of concerns that the man therapist subscribes to certain elements of
masculinity ideology, as in prior sub-codes. In this particular case, such ideology
components as Power and Status, and Importance of Sex may be present.

Relationship. Two participants expressed a preference for a woman therapist for

relationship-related presenting concerns (e.g., “Depending on the situation, especially
with spousal things, it's always good to get an opposite gender point of view to see if you
are actually looking at things logically”). These responses were uniformly positive for
women; none expressed negative attitudes toward men therapists. Of note, these

perspectives reflect a kind of heteronormative stance on relationships in which a woman
embodies a universal “spouse” role that the woman therapist would be expected to

embody and understand. One participant expressed preference for a man therapist for
relationship concerns (e.g., “I think I'd be more comfortable speaking with someone of
the same gender in case any relationship...topics came up”).

Gender beliefs

Across all data, the least-common reason given by participants for their therapist
gender preference pertained to the nature of participants’ gender-related beliefs. This

code was labelled, “Gender Beliefs.” This response type was only present in those
without a gender preference and represented the second least-common response type in

156

this category. This theme consisted of two sub-codes, based on the nature of participants’

gender beliefs: Similarity and Relativity.

Similarity. The more-common belief about gender that informed participants’
lack of therapist gender preference was that both genders were generally similar, viewed
positively and provided the same qualities as therapists (e.g., “It doesn't matter to me

gender because they both have good advice”). While not invoking explicit gender
stereotypes as did participants in prior response categories, these responses reflect a kind

of “gender-blind” approach in which any differences between men and women are
discounted entirely.
Relativity. The lesser-common belief about gender that informed participants’
lack of therapist gender preference was that men and women both provide different, but

equally valuable and positive, qualities (e.g., “I'm not sure who would be better able to
help me, and I can see where either gender may have something valuable to offer”).

These responses reflected beliefs in some level of predictable gendered behavior from
therapists, but framed them within a kind of egalitarian stereotyping where no one quality

or gendered person was more valuable than the other.
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CHAPTER V

DISCUSSION
In summary, this study was a mixed-methods investigation into the relationship

between men’s adherence to masculinity and their preferences for therapist gender for an

emotional presenting concern. This final chapter will consist of several different
sections. First, an overview of quantitative and qualitative results will be provided,

coupled with critical discussion of findings. Following this, implications of the results
for research, practice and training will be reviewed. After this, methodological

limitations will be discussed in order to further contextualize findings and outline
directions for future research. The chapter concludes with a brief study synopsis.
Overview

Quantitative analysis
Hypothesis 1. “Endorsement of the selected subscales of traditional masculinity
ideology, masculine norm conformity and gender role conflict will be associated with a

higher probability of expressing a therapist gender preference.”

Logistic regression results partially supported this hypothesis. Specifically, one
component of gender role conflict - restrictive affectionate behavior between men - was

associated with greater likelihood of men expressing a therapist gender preference in
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general, inclusive of both preference for men and women. Interestingly, as will be
discussed in greater detail in Hypotheses 2 and 3, restrictive affectionate behavior
between men significantly predicted men’s preferences for a woman therapist, but was a

non-significant predictor of men’s preferences for a man therapist. However, the results

of the current equation would seem to suggest that restrictive affectionate behavior
between men predicts greater likelihood of a participant expressing either preference.
Given the greater proportion of men who expressed preference for a woman therapist in

the sample compared to those who expressed preference for a man therapist, it is possible
that this finding in actuality reflects the relationship between restrictive affectionate

behavior between men and preference for a woman therapist, rather than gender
preference as a whole. Therefore, this finding, though statistically-significant, may be

interpreted and applied with some caution.
Beyond significant predictors, it is also important to note those variables that did

not exhibit significant relationships with participants’ preferences. Constructs that
pertain to men’s comfort with emotional expression - specifically, restrictive

emotionality (a component of both traditional masculinity ideology and gender role
conflict), and emotional control (a component of masculine norm conformity) did not
significantly predict the probability of men expressing a therapist gender preference. It

was hypothesized that these constructs would predict greater likelihood of gender
preference, specifically for a woman therapist, due to their significance in prior
scholarship on men’s therapy-related behavior (e.g., Graef et al., 2010; O’Neil, 2008) as

well as the belief that emotionally-restrictive men would experience more discomfort
being emotionally-expressive with another man. While these factors have shown to be
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significant predictors of men’s attitudes toward therapy in general, in this study, they did
not appear to play a significant role in men’s therapist gender preference. Additionally,
these constructs assess men’s discomfort with emotional expression in general, not

explicitly within the context of a gendered relationship, as in the RABBM construct.

Therefore, greater levels of discomfort or restriction in emotional expression appear to be

most relevant within the context of understanding men’s attitudes toward, or utilization
of, therapy generally, not specifically attitudes toward ideal therapist gender.

Constructs that pertain to homophobia - specifically, heterosexual self

presentation (a component of masculine norm conformity) and negativity toward sexual

minorities (a component of traditional masculinity ideology) - did not significantly
predict the probability of men expressing a therapist gender preference. It was

hypothesized that these constructs would predict greater likelihood of gender preference,

specifically for a woman therapist, due to the anticipation that men with higher levels of

homophobic attitudes or discomfort with being perceived as a sexual minority would opt
for a therapeutic relationship with a woman rather than a same-sex relationship. There
are a number of possibilities for why these constructs did not associate with participants’

gender preferences. One may be that, generally, contemporary men genuinely endorse
low levels of explicit homophobic attitudes such that there is little variance within that

construct and less ability for it to act as a predictor that differentiates participants along
an outcome. For example, the mean participant score on the NSM subscale, where a

maximum value is 7.0, was 2.48 with a standard deviation of 1.51. Relatedly, however,

items on the HSP and NSM subscales are face-valid (e.g., “Homosexuals should never
marry”). This means that participants may have responded to items in a socially-
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desirable manner rather than reflective of their true underlying beliefs. Therefore, it is

possible that there is a relationship between homophobia and men’s preferences for

therapist gender but that these measures did not accurately capture participants’ beliefs.

This will be re-addressed in the Implications for Research section later in this chapter.

Another factor to consider pertains to the lower number of non-White participants among
the research sample. There are some pieces of anecdotal and empirical evidence that
suggest that there may be higher prevalence of homophobic beliefs among communities

of Color compared to White communities; however, scholars of Color also point to the
potential for bias in these findings, and the necessity of viewing such findings through a

critical lens that acknowledges larger cultural contexts and intersecting oppressions at

play (e.g., lack of representation/inclusivity of LGBTQ+ people of Color within
LGBTQ+ communities) (Hill, 2013). Intentionally recruiting a larger number of non

White participants in future research, which would generally strengthen the broader
applicability of research findings, could also test whether there are significant
relationships between homophobia and therapist gender preferences among men of Color.

Avoidance of femininity (a component of traditional masculinity ideology) was
not associated with men expressing a general therapist gender preference. It was
hypothesized that this construct would predict greater likelihood of therapist gender

preference, specifically for a woman therapist, due to the anticipated discomfort and/or

judgment that a man would feel approaching another man in order to engage in a
“feminine” activity. This construct did emerge as a significant predictor for men’s

preferences for a man therapist, which will be explored further when discussing

Hypothesis 2. Therefore, it appears that this construct is best understood as a predictor of
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a specific kind of therapist gender preference, not whether men have a therapist gender
preference more broadly.

Another interesting finding in this particular equation was that participants of
Color were less likely to express a therapist gender preference than their White
counterparts, which contrasts findings from prior studies in which participants of Color

demonstrated greater likelihood of preference (e.g., Fuertes & Gelso, 1998). This
phenomenon could exist in the sample for a number of reasons. One is that the sample

may include a nonrepresentative subsection of men of Color given their relatively low

numbers in this study. Further, the prior samples in which there existed greater levels of
preference were mixed-gender, where the majority of participants were women. This

could indicate that therapist gender preference is stronger, or expressed more frequently,
by women of Color than men of Color. In their discussion of results, Fuertes & Gelso

(1998) hypothesized that participants of Color may have expressed stronger preference
for a woman therapist based on the probability that a woman would be more sensitive to

issues of race or ethnicity than a man. Stronger or more frequent therapist gender
preferences expressed by women of Color, as opposed to men of Color, could then be

contextualized by the phenomenon of gendered racism that many women of Color
experience. Gendered racism refers to the complex and unique experience of oppression
that women of Color experience on the basis of the intersection of racist and sexist

perceptions of gender roles (e.g., the Strong Black Woman stereotype) (Lewis & Neville,

2015). Therefore, women of Color may be especially more likely to express preference
for a woman therapist who may be more sensitive to the experiences of both racism and
sexism, and the combined experience of both for women of Color. While men of Color
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experience racism, and may select therapists with this consideration in mind, their
privilege as men may make the gender of the therapist less salient, and thus less of a

preferred characteristic. Additionally, in these studies, gender and race preferences
(among other demographics) were elicited from participants. This could indicate that, for

participants of Color, therapist gender alone - in the absence of race - is not necessarily a

salient demographic variable of preference. However, when participants are able to
hypothetically select a therapist of their preferred race, then gender becomes a more
salient demographic within that context. Finally, because prior findings in diverse
samples date back to a minimum of twenty years ago, the current findings may reflect an

organic shift in preference levels that have occurred in White men and/or men of Color

since that time. Future research on therapist gender preferences could include greater
representation of various participants of Color to examine these hypotheses.

Fit indices reflected that the model was acceptable in that predicted and actual
values were not statistically-significantly different. More specifically, the Kappa statistic
reflected moderately-accurate prediction abilities in classifying those with and without a
gender preference, suggesting adequacy, yet room for improvement in model fit. Effect
size indices measuring the magnitude of the shared variance between the set of

masculinity predictor variables and therapist gender preference were small, suggesting
there are large amounts of variance in men’s therapist gender preferences yet to be

explained. Therefore, while the model contains a significant individual predictor,
additional variables should be theorized and empirically tested to improve predictive

models for men’s gender preferences.
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Hypothesis 2. “Endorsement of the selected subscales of traditional masculinity
ideology, masculine norm conformity and gender role conflict will be associated with a

lower probability of expressing a gender preference for a man therapist.”

Logistic regression results partially supported this hypothesis. Specifically, one
component of traditional masculinity ideology - avoidance of femininity - was

associated with greater likelihood of men expressing preference for a man therapist for an
emotional concern, compared to preference for a woman therapist, or no preference

The subscale measuring this construct consists of items assessing men’s beliefs about the
kinds of activities or interests that men “should” engage in (e.g., action movies over
romantic novels). These men may believe that therapy is one of the activities that is
acceptable for women but that men “should” not pursue. The thought of meeting with a

woman therapist may serve to further reinforce the belief that therapy is not a man’s

activity. Therefore, these men’s preferences for a man therapist may rest in that a man
therapist provides a source of representation for them, challenges the notion that therapy
is a woman’s activity and gives them permission to pursue it.
Beyond significant predictors, it is also important to note those variables that did
not exhibit significant relationships with participants’ preferences. As with Hypothesis 1,
constructs that pertain to men’s comfort with emotional expression did not significantly

predict the probability of men expressing a preference for a man therapist. It was

hypothesized that these constructs would predict lower likelihood of preference for a

man, due to the anticipated discomfort an emotionally-restrictive man would experience
being emotionally-expressive with another man. However, as previously stated, these
constructs assess men’s general discomfort with emotions and emotional expression, not
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their specific discomfort practicing emotional vulnerability with other men. Therefore,
general discomfort or restriction with emotional expression do not appear to be related to

men’s preferences for a man therapist.

As with Hypothesis 1, constructs that pertain to homophobia did not significantly
predict the probability of men expressing a preference for a man therapist. It was
hypothesized that these constructs would predict lower likelihood of preference for a

man, due to the anticipated discomfort a man with homophobic attitudes would

experience in an emotionally-intimate, same-sex therapeutic relationship. However,
based on this study’s findings, it cannot be concluded that homophobia is related to

men’s preferences for a man therapist.
Restrictive affectionate behavior between men was not significantly associated

with participants’ preferences for a man therapist. It was hypothesized that this construct

would predict lower likelihood of preference for a man, due to the associated discomfort
with expressing affection for other men verbally or physically. Interestingly, as will be

discussed further with Hypothesis 3, restrictive affectionate behavior between men did
significantly predict greater likelihood of preference for a woman therapist. The
nonsignificant relationship between restrictive affectionate behavior between men and

preferences for a man therapist then could be related to participants having the option of

expressing no preference. For example, while participants with high levels of discomfort
with affection between men tend to express preference for a woman therapist, those with

lower levels of discomfort may be somewhat equally distributed between no preference
and preference for a man therapist. In this way, higher levels of restrictive affectionate

behavior between men do not necessarily predict lower likelihood for only those with a
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man preference, they also predict lower likelihood of expressing no preference.

Alternatively, the small proportion of participants who expressed preference for a man
therapist in this sample (though similar proportionally to those found in prior research

samples) may have limited the ability to detect a significant relationship.

Fit indices reflected that the model was acceptable in that predicted and actual
values were not statistically-significantly different. However, the Kappa statistic

reflected weak prediction abilities in classifying those with and without preference for a
man therapist, suggesting considerable room for improvement in model fit. Effect size
indices measuring the magnitude of the shared variance between the set of masculinity

predictor variables and preference for a man therapist were small, suggesting there are
large amounts of variance in men’s therapist gender preferences yet to be explained.

Therefore, while the model contains a significant individual predictor, it displays

concerning fit indices. As a result, the model as a whole should be used with caution in
predicting men’s preferences for a man therapist. Further analysis into the nature of this

poor fit - including sample size and proportionality of cases of preference for a man

therapist - is addressed in the Limitations section later in this chapter.
Hypothesis 3. “Endorsement of the selected subscales of traditional masculinity
ideology, masculine norm conformity and gender role conflict will be associated with a
higher probability of expressing a gender preference for a woman therapist.”
Logistic regression results partially supported this hypothesis. Specifically, one

component of gender role conflict - restrictive affectionate behavior between men - was

associated with greater likelihood of men expressing a preference for a woman therapist
for an emotional concern, compared to preference for a man therapist, or no preference
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This subscale consists of items primarily assessing men’s discomfort with expressing

affection for other men verbally or physically, along with their discomfort viewing other
men engage in this behavior. One additional item in the subscale assesses men’s
suspicions of other men’s sexual orientation based on their “friendliness.” Because men

with elevations in this construct endorse discomfort with affection with men, it is
understandable that they prefer a woman therapist for an emotional concern.
Beyond significant predictors, it is also important to note those variables that did

not exhibit significant relationships with participants’ preferences. As with Hypotheses 1

and 2, constructs that pertain to men’s comfort with emotional expression did not

significantly predict the probability of men expressing a preference for a woman
therapist. It was hypothesized that these constructs would predict greater likelihood of

preference for a man, due to the anticipated discomfort an emotionally-restrictive man

would experience being emotionally-expressive with another man. However, as
previously stated, these constructs assess men’s discomfort with emotional expression

generally. Therefore, discomfort or restriction with emotional expression generally do
not appear to be related to men’s preferences for a woman therapist.

As with Hypotheses 1 and 2, constructs that pertain to homophobia did not
significantly predict the probability of men expressing a preference for a woman
therapist. It was hypothesized that these constructs would predict greater likelihood of

preference for a woman, due to the anticipated discomfort a man with homophobic
attitudes would experience in an emotionally-intimate, same-sex therapeutic relationship.

However, based on this study’s findings, it cannot be concluded that homophobia is

related to men’s preferences for a woman therapist.
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Avoidance of femininity was not associated with men’s preferences for a woman
therapist. It was hypothesized that this construct would predict greater likelihood of

preference for a woman, due to the anticipated discomfort and/or judgment that a man

would feel approaching another man in order to engage in a “feminine” activity.
However, based on the results from Hypothesis 2, it appears that men who are

uncomfortable engaging in feminine-designated activities prefer to meet with a man
therapist. Similar to restrictive affectionate behavior between men as discussed with

Hypothesis 2, though avoidance of femininity was associated with greater likelihood of
preference for a man therapist, it was not significantly associated with a decreased

likelihood of preference for a woman therapist. Again, this could be related to
participants having the option of expressing no preference. These findings may suggest

that, while participants with high levels of avoidance of femininity tend to express
preference for a man therapist, those with lower levels of avoidance of femininity may be

somewhat equally distributed between no preference and preference for a woman
therapist. In this way, higher levels of avoidance of femininity do not necessarily predict

lower likelihood for only those with a women preference, they also predict lower
likelihood of expressing no preference. Therefore, there may not be a significant
relationship singularly between avoidance of femininity and men’s preferences for a
woman therapist.

Fit indices reflected that the model was acceptable in that predicted and actual
values were not statistically-significantly different. The Kappa statistic approached
moderately-accurate prediction abilities in classifying those with and without preference

for a woman therapist, suggesting ample room for improvement in model fit. Effect size
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indices measuring the magnitude of the shared variance between the set of masculinity

predictor variables and preference for a woman therapist were small, suggesting there are
large amounts of variance in this preference yet to be explained. Therefore, while the

model contains a significant individual predictor, additional variables should be tested to
improve predictive models for men’s preferences for a woman therapist.

Qualitative analysis

Qualitative analysis provided additional insight into the reasons for men’s
therapist gender preferences. When expressing preference for a man therapist,

participants most often pointed to the belief that a man would better understand men’s
experiences, including those that pertain to the stress of gender role socialization.

Participants also expressed the belief that a man would improve the quality of their
therapy process, particularly around disclosure, comfort and trust, with some of these
experiences relating to discomfort at feeling powerless in front of a woman or a tendency

to objectify women. The least-common reason given by participants was based on the
presenting concern, with most participants preferring a man therapist for sex-related

concerns. This kind of same-gender preference within the context specifically of sexrelated concerns, however, is in line with prior research findings (e.g., Landes, Burton,
King & Sullivan, 2013; Liddon et al., 2018; Wylie & Glover, 1999).

When expressing preference for a woman therapist, participants most often

described desired gendered characteristics, such as empathy, warmth, emotional

intelligence and listening skills, reflecting a degree of gender stereotyping, with a small
number of participants describing these as essentialist female qualities. As when
preferring a man therapist, participants also expressed the belief that a woman would
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improve the quality of their therapy process in similar ways, such as disclosure, comfort

and trust. In these instances, some men attributed this to a discomfort with expressing

emotion to another man. Given the significant relationship between restrictive

affectionate behavior between men and preference for a woman therapist in the current
study, the discomfort that men described in their qualitative responses may be a
representation of the restrictive affectionate behavior that was assessed quantitatively. At

the same time, other participants attributed their discomfort to the fear that the male
therapist would endorse oppressive masculinity ideology, such as self-reliance, and judge

the male client for eliciting help from a therapist. A sizable number of participants also

attributed their preference for a woman therapist to their experience with prior,
predominantly professional, relationships with women.

Those participants who expressed no preference for therapist gender mostly

explained that they prioritized other qualities, predominantly clinical competence. These
responses reflect findings from prior research indicating that, in various contexts, a
percentage of participants will value clinical competence over demographic

characteristics (e.g., Alexander, Barber, Crits-Cristoph & Auerback, 1993; Braaten, Otto
& Handelsman, 1993; DeHeer, Wampold & Freund, 1992; Eells, Fuqua & Boswell,

1999). A sizable number of participants also attributed their lack of gender preference to

their experience with prior, predominantly professional, relationships. These participants
described diverse positive and negative experiences with men and women, suggesting
that they saw men and women as equally desirable, or undesirable, therapist candidates.

These responses echo findings from prior research indicating that, to an extent, people
will prioritize being matched to a therapist who is empathic and understanding over the

170

empirical support of the therapy interventions they will receive (Swan & Heesacker,

2013).

Implications for research
This section will review implications for future research based on the current
study, including operationalization and measurement of relevant variables (e.g., therapist

gender preference, presenting concern), statistical analysis options when using therapist
gender preference as an outcome variable, accounting for social desirability, selection of
predictor variables, selection of participants and directions for future scholarship using

qualitative methods.
One of the primary methodological decisions when conducting a study on

therapist gender preference is how to measure this preference. As previously discussed,

most studies have utilized two different measurements: binary choice (preference vs. no

preference, or man vs. woman preference) or a Likert scale, with a midpoint of “no
preference” and gradations of strength of preference for men and women therapists on
either side of the midpoint. Both measurement options have their inherent advantages
and disadvantages. A binary choice is likely more indicative of the manner in which a

participant would be asked in an intake setting while a Likert scale captures more nuance
in preference strength. This researcher selected a 7-point Likert scale as such scales have
typically been used in the more contemporary gender preference scholarship, as well as to

avoid a forced-choice situation where participants with mild-strength gender preferences
would default to “no preference.” However, there is no empirical research comparing
gender preference rate differences when using either kind of scale, and forced-choice
scales were typically utilized in studies from decades past, making comparisons between
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existing studies complicated. Future research could compare gender preference rates
between scales to help refine optimal ways of assessing this variable.
Relatedly, there is the decision of which statistical analysis to pursue when using

therapist gender preference as an outcome variable, which depends on how it is

measured, the independent variable(s) used, and the research question(s). As reviewed in
Chapter 2, when coding therapist gender preference as a binary variable, prior research

has primarily utilized chi-square tests when evaluating significant differences in presence
of gender preference between groups within the sample - for example, between men and
women (e.g., Pikus & Heavey, 1996) or among different presenting concerns (e.g.,

Yanico & Hardin, 1985). Other researchers have utilized logistic regression to examine
whether participant gender significantly predicted likelihood of holding a therapist gender
preference (e.g., Stamler et al., 1991). When coded as ordinal data along a Likert scale,
prior research has primarily utilized t-tests to compare differences in the means of
strength of preference between groups - for example, between preference for men and

women therapists (e.g., Pikus & Heavey, 1996). The current study was unique in
utilizing continuous independent variables existing within the sample and assessing

whether these predicted likelihoods of therapist gender preference. As described in
Chapter 4, there arose complications when trying to utilize Likert-scale outcome data
within the context of a linear regression analysis, so data was re-coded for logistic

regression analysis. However, this points to the need for further exploration of ways that

therapist gender preference can be operationalized in order to answer research questions
where linear regression analysis would be most appropriate.
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One possibility could be to use a continuous, rather than ordinal Likert scale, in

measuring gender preference. This scale could still have a midpoint of 0 (“no

preference”) and be anchored at either end by the same descriptors (“strong preference
for a woman therapist” and “strong preference for a man therapist”, respectively), but
participants would have the option of selecting anywhere on the scale that matched their

degree of preference, not just at integer intervals. This could provide a continuous
outcome variable that better satisfies the assumptions for linear regression analysis, but

also comes with its own set of potential measurement concerns, including numerical

accuracy of participants’ responses and difficulty interpreting the intended level of

strength endorsed by participants with fewer anchor points.
Alternatively, if researchers decide to stay with an ordinal Likert scale
measurement, another statistical analysis procedure to consider is ordinal regression

analysis. Ordinal regression analysis is a generally infrequently-used procedure but
allows for the use of ordinal data as an outcome variable with continuous predictor

variables, without the data violations that would occur with linear regression (Bürkner &
Vuorre, 2019). Importantly, however, a requirement for this analysis is that, in the
ordinal scale used, each integer must represent increasing degrees of the outcome

variable in question (Bürkner & Vuorre, 2019). The traditional Likert scale used to

assess therapist gender preference violates this principle, primarily due to the values for
preference for a man therapist which descend as preference strength increases, which is a

primary reason that this analysis was not pursued for the current study. Therefore, in
order to pursue this analysis, researchers would have to re-conceptualize an ordinal scale
for therapist gender preference that meets this assumption. One option could be to treat
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each arm of the Likert scale as its own separate ordinal scale when analyzing data, and

re-coding values for preference for a man therapist, as appropriate. In sum, researchers

should continue to explore and refine these methodological issues to maximize our ability
to understand the relationships between a variety of variables and therapist gender

preferences in order to better serve clients.
In the current study, participants rated their therapist gender preference for an
“emotional” presenting concern, and then supplied their specific imagined concern as an

attention check. Most prior research on therapist gender preference utilized this same

kind of broad labeling while several delineated a variety of different presenting concerns
(e.g., Stamler et al., 1991; Yanico & Hardin, 1985). However, there was no

standardization of presenting concerns across studies. Researchers noted that they

developed the list of presenting concerns through brainstorming or by using an intake
form from an affiliated mental health clinic. During study development, this researcher

attempted to locate a standardized list of presenting concerns used in related research but

was unsuccessful. Future scholarship that utilizes presenting concern as a variable could
be strengthened by the development of an empirically-derived, standardized presenting

concern list. Studies utilizing such a measure could illuminate any differences that exist
in people’s therapist gender preferences between various emotional concerns and further

pinpoint recommendations for best practice.

As described earlier in the chapter, constructs related to homophobia did not
exhibit significant relationships with men’s preferences for therapist gender. However,
due to the face validity of items assessing those constructs, participants may have
responded to them in socially-desirable ways. Therefore, this study’s findings may
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reflect relationships between participants’ idealized, rather than actual, beliefs about

sexual minority individuals. Future research may incorporate social desirability measures
to account for this possibility.
Broadly, the masculinity predictor variables for the current study were derived
from gender role strain theory and significant findings from prior research on men’s

therapy-related behavior. Because men generally express preference for a woman
therapist at greater rates than for a man therapist for an emotional concern, the aim of this

study was to focus on variables that might predict this more-frequent preference for a
woman therapist. Therefore, those specific factors of masculinity that pertain to men’s

discomfort with emotional closeness with other men (including homophobia) and general
restrictive emotionality were selected. As such, there are additional factors within

traditional masculinity ideology, masculine norm conformity and gender role conflict that
were not considered as predictors for this study. As previously mentioned, some of
participants’ qualitative responses suggested that some of these other elements of

masculinity, such as status and power over women, may account for some of men’s

preferences for therapist gender - and, perhaps specifically, those who preferred a man

therapist for an emotional concern. Future quantitative studies could explore empirically
whether these factors - as measured by the Dominance subscale of the MRNI-SF, or the
Power over Women subscale of the CMNI-46, for example - are significantly associated

with men’s therapist gender preferences.
Participants’ qualitative responses illuminated interesting information about the

expectancies that men may hold that inform their gender preferences. Prior research,
mainly from mixed-gender or woman-exclusive samples, suggested that leading reasons
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for people’s therapist gender preferences are the anticipation of comfort and the belief
that the therapist will have a better understanding of the client’s experience (e.g., Pikus &

Heavey, 1996; Turchik et al., 2013). These expectancies map onto some of the leading

reasons given by men in this sample, too. However, there were some reasons for
preference not represented in prior research (e.g., preference for one therapist as a means

of avoiding the anticipated sexual attraction toward a therapist of another gender) as well
as some unique reasons for preferences within the context of men’s gender role

socialization (e.g., the anticipation of increased comfort with a woman therapist due to
fear that the man therapist would endorse masculinity ideology in a way that would foster

judgment toward the male client). Overall, these findings indicate that there appear to be
large commonalities when understanding therapist gender preferences among people of

all genders, yet there are still important differences. This suggests that researchers should
be cautious in designing studies and interpreting results with mixed-gender samples in
such a way that they can identify common experiences among all genders in relation to

their preferences for therapist gender, without unintentionally glossing over gender
specific experiences that exist.

The qualitative findings from this study can also serve as a starting point for
future studies to delve further utilizing exclusively qualitative methodology. Researchers

may consider utilizing a phenomenological paradigm to more fully understand the lived

experience of having a therapist gender preference, or a grounded theory paradigm to
increase understanding of expectancies that lead to preferences, from the voices and
experiences of participants. One specific area of further inquiry based on findings from

this study could include deeper exploration of people’s gender-related beliefs that
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precede their gender preferences, including essentialist vs. gender role socialization

perspectives, within the context of anticipated gendered characteristics or life experiences

of the therapist. Another area of inquiry could be more detailed assessment of men’s
gender preferences when they are a result of their discomfort or negative association with

a therapist of the other gender option, specifically when they appear to be the result of
masculine role-based discomfort (e.g., discomfort with being in a relationship where a
woman is in a position of power). This information could illuminate other factors of

men’s gender role socialization or gender-related beliefs that can predict gender
preferences. These factors could then be utilized as variables in quantitative studies
designed to cross-reference the qualitative findings and increase our understanding of
people’s therapist gender preferences.

Implications for practice
This section will review implications for practice based on this study’s findings,

including suggestions for thorough assessment of men’s therapist gender preferences,
dialogue and negotiation around these preferences, therapist assignment practices and
effective outreach and therapeutic relationship-building with men, particularly those with

greater discomfort with affectionate behavior with men and/or avoidance of femininity.
One of the main findings from quantitative analysis was that gender role conflict

- specifically restrictive affectionate behavior between men - predicts greater likelihood
of men expressing a therapist gender preference, and specifically for a woman therapist

for an emotional concern. Based on this, intake therapists may wish to explore men’s

comfort with giving and receiving affection with other men in order to inform ideal

therapist assignment. It is important to note that with this implication - and subsequent
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implications - as previously stated, evidence-based models for navigating therapy
choices with clients do not necessarily recommend meeting clients’ preferences at face

value as a rule. Instead, these models recommend conducting assessment of clients’

preferences from their perspective, providing psychoeducation on all available options,
processing any resulting disparities, and then supporting the client’s freedom to make
their informed decision based on this dialogue (Van Audenhove & Vertommen, 2000).

In this context for example, a man may present to therapy and state that he would like to
meet with a woman therapist. Per best practices, the intake therapist assesses the nature

of the client’s gender preference, which rests in discomfort with emotional affection
toward a man. The intake therapist then may explore the advantages and disadvantages

of either therapist assignment option (e.g., increased initial comfort with a woman vs.

increased discomfort, but a potentially corrective emotional experience, with a man).

The ultimate decision will be unique to each therapy client so there is no objective
“correct” therapist assignment in that situation, but the process of engaging with the

client in their preferences should lead to increased engagement and retention in the
therapy process as a result. If a client who is restrictive with his affectionate behavior
with men selects - or is assigned to work with - a man therapist, the therapist may wish
to draw from more “professional” therapy terminology (e.g., referring to therapy as
“coaching”) that has been associated with lower levels of stigma in men (e.g., McKelley

& Rochlen, 2010), while the therapeutic relationship develops and the client is better able

to tolerate affection and emotional intimacy with the man therapist.

An important distinction to make with the RABBM subscale is that it is
measuring men’s general discomfort with affection toward other men, outside of the
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context of explicit homophobia, which was measured in the current study through other
subscales - specifically, the Heterosexual Self-Presentation component of masculine
norm conformity and the Negativity toward Sexual Minorities component of traditional

masculinity ideology. Of note, neither of those scales significantly predicted a greater
likelihood of men expressing preference for a woman therapist. This suggests that the

discomfort with affection between men that can inform a man’s preference for a woman

therapist is not based in explicit homophobic value judgments about male affection, or

about being perceived as same sex-attracted himself, at least on a conscious reporting
level. In an intake situation, it could be easy to conflate restrictive affectionate behavior

between men with homophobia and make therapist assignments based on the latter, but
this would not be supported by the study’s findings.

Another main finding from quantitative analysis is that traditional masculinity
ideology - specifically avoidance of femininity - predicts greater likelihood of men

expressing preference for a man therapist for an emotional concern. As previously
described, these men may believe that therapy is one of the activities that is acceptable
for women but that men “should” not pursue. As with restrictive affectionate behavior

between men, intake therapists may wish to explore and process these beliefs with men

when negotiating therapy decisions. Therapy practices may also wish to include images
or representation of men as therapists in their promotional materials to engage men with
higher avoidance of femininity who may otherwise stay away.

An implication based on the prior two quantitative findings could be that men
who are restrictive in their affectionate behavior between men and who avoid femininity
represent a segment of the male population that does not engage in therapy due to the
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double-bind they experience when considering meeting with a therapist. These men feel
discomfort with the thought of being affectionate with a man therapist, and ashamed or
threatened at the thought of meeting with a woman therapist as this confirms therapy is

not an acceptable activity for a man. Efforts to engage men in therapy may be focused

specifically on those individuals who endorse high levels of both elements of
masculinity.

As previously mentioned, no elements of masculine norm conformity predicted
men’s therapist gender preferences in this sample. This is an important finding because a
therapist may be understandably tempted to tailor therapist assignment based on

assumptions about a man’s relationship with masculinity based on his outward
conformity (e.g., history of physical aggression, bragging about having multiple sexual
partners). However, data from this study would suggest that these outward displays of

masculine norm conformity are poor predictors of men’s actual therapy preferences. This

underscores the importance of engaging men in conversation about aspects of their
relationship with masculinity that are not necessarily visible (e.g., ideology and gender

role conflict) in order to properly assess and understand their preferences. This also
highlights the importance for therapists to have a foundational understanding of Western

men’s gender role socialization broadly in order to effectively dialogue with male clients
around their individual adherence to, and negotiation of, expectations around masculinity.
Findings from this study’s qualitative analysis also suggest interesting

implications for practice. When men expressed preference for a man therapist, they most
often attributed this preference to the expectancy that a man therapist would better
understand their lived experience. Men mostly described a general kind of increased
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understanding while some described specific men’s experiences the therapist would
understand (e.g., a relationship break-up). Intake therapists may use this information to

explore whether men who prefer a man therapist are anticipating that the therapist will

better understand them, and whether there are any specific gendered experiences the

client is considering. The intake therapist may be able to assign the client to a man
therapist who best matches these expectations, or may know of a therapist of a different

gender who matches these expectations, and then engage the client in the treatment
choice negotiation process as previously described.
Finally, when men expressed preference for a woman therapist, they most often

attributed this preference to the expectancy that a woman therapist would possess

gendered qualities desirable in a therapist, such as warmth, empathy, emotional

intelligence and listening skills. Intake therapists may use this information to explore

whether men who prefer a woman therapist hold these expectations and, if so, which
specific qualities they anticipate in their therapist. As in the prior example, the intake
therapist may assign the client to a woman therapist who possesses these specific

qualities, or may know of a therapist of a different gender who possesses these qualities,
and then engage the client in the treatment choice negotiation process.

Implications for training
This brief section will review implications for supervisors and trainers, including

incorporating prior recommendations within the context of cultural competence training,
augmenting these recommendations with training related to underrepresented men in the
sample, and supporting trainees in approaching potentially distressing dialogues with

their men clients.
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Supervisors should also be aware of the preceding suggestions for practice and
review them with trainees as a matter of cultural competence when working with men,

broadly. As previously stated, because these findings represent the preferences of largely

White straight cisgender men residing in the US, supervisors should caution trainees

against applying these findings reflexively to men who were under-represented in the
study sample (e.g., men of Color, gay/bi/queer men, transgender men, non-US-resident
men). Supervisors may augment these findings with other training materials that center
the experiences of these under-represented men. Through this learning process, trainees

can then engage a broad range of men in thoughtful dialogue about their relationship with

masculinity, attend to preferences and optimize therapy process and outcome.
Additionally, qualitative data showed that men’s preferences for therapist gender
sometimes rest in expectancies about the therapist’s life experience (e.g., men

understanding men’s experiences) or personal characteristics (e.g., women as warm and

empathic). By engaging men in conversations about their gender preferences, trainees

may find that their clients hold inaccurate assumptions about them. In some cases, these

assumptions could unintentionally act as microaggressions (e.g., a client assuming that a
gay male trainee understands the experience of being in relationship with a woman). In

other cases, these assumptions may stereotype the trainee or, in more extreme cases, be
explicitly sexist (e.g., a client assuming that a woman trainee is more emotionally
unstable at an essentialist level). Supervisors should be aware of this potential for rupture

in the therapeutic relationship and distress for trainees, and provide supportive,

affirmative training while assisting trainees in navigating these potentially difficult
conversations with clients. These skills may be especially useful in training
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environments where clients’ therapy preferences are not assessed and men are assigned to

therapists based on other criteria (e.g., severity of presenting concern, scheduling

availability) and therapist transfer based on client preferences may not be feasible.
Limitations

As with all empirical studies, there are limitations which must be acknowledged
with the current study when considering the applicability of its findings.

As previously mentioned, the participant sample consisted of men who were not
explicitly identified as current therapy clients; therefore, the external validity of findings
for men who are current therapy clients is somewhat unclear. However, because men
under-utilize therapy, and adherence to masculinity has shown to predict that, using a
clinical or a non-clinical sample both present with their advantages and disadvantages.

Using a clinical sample would increase external validity to other male therapy clients but

could pre-emptively narrow the range of masculinity adherence present in participants.
Using a non-clinical sample could weaken external validity, but in the process gather data
from men who are not in therapy, who represent the very men that the mental health field

seeks to engage. Participants were not prompted to share whether they were in therapy at
the time of study completion, but approximately 75% of participants endorsed attending

at least one therapy session in their lifetime, suggesting that the results may have
applicability to a relatively broad range of men, clinically. Future research may utilize

exclusively clinical populations, and non-clinical populations, in order to assess for any
differences in therapist gender preferences between populations and to maximize

applicability of findings.
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Another limitation with the participant sample was the relative lack of
demographic diversity present. While the study attracted participants diverse in age (21

78) and education level, and some of the homogeneity was by design (US-only
participants, due to the culturally-bound nature of masculine norms), participants were
still predominantly White (78%), straight (94%) and exclusively cisgender (100%).

Therefore, it is important to note that the study’s findings will likely be most applicable
to men who hold those majority identities. Some evidence of this White cis
heteronormative bias or assumption appeared to emerge in men’s responses explaining
the nature of their gender preferences. For example, the leading reason given by men
who preferred a man therapist was that this therapist would understand singular “men’s

experiences.” Inherent in this kind of response is a lack of attention to the diversity that

can exist in men’s life experiences, often dependent on men’s other intersecting
identities. Additionally, all responses pertaining to sexual attraction toward a therapist
were within the context of those feelings toward a woman therapist. As a result, findings

should be used with caution when working with men who identify as other than White,
straight and/or cisgender, as well as men who were raised, or live in, non-US cultures.
The participant sample size may also have served as a limitation primarily in

regards to Hypothesis 2, which pertained to men’s preferences for a man therapist.

Participants who expressed preference for a man therapist represented the smallest
proportion of the sample, compared to preference for a woman therapist or no preference.

This proportionality matches that found in most prior research samples (e.g., Pikus &

Heavey, 1996; Turchik et al., 2013). As such, there were a smaller number of cases (28)
with which to draw comparisons. While the overall sample size was sufficient in
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producing interpretable results for logistic regression analysis generally (see Hahs-

Vaughn, 2017) and was robust enough to produce a significant predictor, there arose

minor issues with data linearity and accurate predicted classification, specifically for

Hypothesis 2. A larger overall sample size would likely have produced more cases of
participants with preference for a man therapist. This larger subsample may have

allowed for a greater distribution which may have resolved linearity violations and
increased the accuracy of case classification. Future research efforts may recruit larger

sample sizes and compare to results obtained in this study.
Finally in regard to sampling, there are some limitations inherent in recruiting
participants through MTurk, with most pertaining to risk for sampling bias. A study’s
estimated completion time or compensation rate may affect who participates, which can

compromise generalizability of findings. Of note, though, compensation rate does not
appear to affect data quality (Buhrmester, Kwang & Gosling, 2011). MTurk users can
also choose to “follow” specific research topics of interest, so they are alerted when such

studies become available. As a result, the validity of findings may have been
complicated by participants’ knowledge of, or prior exposure to, similar studies involving
the same constructs (Paolacci & Chandler, 2014).

Methodologically, there are other limiting factors to consider. One lies in the
broad definition of an “emotional” presenting concern. While this descriptor matches
with prior research on therapist gender preference (e.g., Fuertes & Gelso, 1998), it could

compromise the external validity of this study’s findings in that men may not present to
therapy with such broad, non-descript concerns. However, of note in the current study,
all participants completed an attention check item following their therapist preference
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rating to write in the specific “emotional” presenting concern they imagined.
Participants’ responses reflected a range of concerns, including depressed mood, anxiety

and relationship concerns, suggesting that these findings may hold some degree of
generalizability to a range of “emotional” presenting concerns. Future research could

investigate whether therapist gender preference varies significantly depending on the
specific type of emotional concern (e.g., depression, anxiety, relationship problems,

discrimination). This has been done by a small handful of prior studies (e.g., Yanico &
Hardin, 1985) but again, none with an all-men sample.

Another limitation lies in the operationalization of gender preference according to

a gender binary. While the gender binary categorization likely matches the way in which
gender preference is assessed in therapy intake situations, this approach makes invisible
the presence of therapists whose gender identities exist outside of “man” or “woman” and

ignores any other intersecting identities of the therapists in question. As a result, this

might unintentionally reinforce the notion of majority identities as default identities and
obscure the experiences of both therapists and participants who hold marginalized

identities. Additionally, when participants are expressing their gender preferences in
these studies, we do not know details about the man therapist around which participants
are expressing their preferences, or lack thereof. Future research should account for

people’s preferences for therapist gender outside of the gender binary, and without

ignoring other intersecting identities. For example, future studies that utilize gender
preference as an outcome variable could include options for gender non-binary and/or
non-conforming therapists, along with explicit acknowledgment of the diverse identities

of different hypothetical therapists (e.g., Black cisgender straight man, White transgender
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bisexual man, etc.). Future analyses might then test for significant differences in
preference between these therapists and within subsets of the participant sample to gain a

more nuanced understanding of people’s preferences. Whether through quantitative or

qualitative inquiry, future research may also investigate the role that anticipation of
oppression (e.g., racism, homophobia, transphobia) might play in people’s therapist

preferences. Recruitment efforts for future studies should also intentionally seek greater
inclusion of gender non-binary/non-conforming participants and other underrepresented
men to improve the broader applicability of therapist gender preference findings.
The decision to re-code participants’ responses to the 7-item therapist gender
preference item into binary data presented with advantages and limitations. Because
participants’ responses technically represented ordinal data, using the responses as an

outcome variable for a multiple regression analysis violated data assumptions. Therefore,

transforming the data into a binary outcome and utilizing logistic regression allowed for

interpretable and meaningful results. However, the greatest limitation to this change is
the inability to detect whether there is a linear relationship between the masculinity

predictors and the strength of therapist gender preference. For example, this study’s
findings indicated that as restrictive affectionate behavior between men increases, the

likelihood increases that a man will express preference for a woman therapist. However,

we don’t know whether, as this restrictiveness with affection increases, the strength of the
preference for a woman therapist increases. While this distinction may not provide much

practical clinical utility beyond the findings of the logistic regression, we are limited from
knowing this more detailed nature of the relationship between adherence to masculinity

and men’s therapist gender preferences as a result of this study’s data analysis approach.
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Finally, as previously mentioned, this researcher neglected to counter-balance the

order of study material administration as planned (e.g., half of participants completing
masculinity measures followed by therapist preference rating, and half completing the

reverse order). In the current study, all participants completed the masculinity measures

and then provided their preference rating. While this ordering mirrors most prior

research that utilizes predictor variables with therapist preference as an outcome variable
(e.g., Cole et al., 2019; Graef et al., 2010), this could detract from the external validity of

findings in that men are not generally engaged in questions about their adherence to
masculinity prior to therapist preference assessment in typical therapy intake situations.

It is unclear to what extent answering these questions increased men’s conscious
awareness of masculinity norms and affected their therapist preference ratings, as a result.

Future research can include counter-balancing of measures to assess for any differences
in therapist preference ratings.
Conclusion

The purpose of this study was to better understand men’s preferences for therapist

gender in order to improve therapists’ ability to engage in evidence-based practice with a
population that disproportionately under-utilizes, and terminates early from, therapy.

Results indicated that when men consider coming to therapy for an emotional concern,

their preferences for therapist gender appear to be significantly associated with two key
factors of masculinity, and are generally informed by expectancies that they hold about
the therapist or the therapy process. Specifically, discomfort with affection between

other men is associated with higher likelihood of preference for a woman therapist, and
avoidance of femininity is associated with higher likelihood of preference for a man
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therapist. Further, when men express preference for a man therapist, they most often

hold the expectancies that the man will better understand their lived experience, and that

a man will allow for greater quality in the therapy process, including comfort and
disclosure. When men express preference for a woman therapist, they most often hold
the expectancies that the woman possesses preferred gendered qualities, such as warmth,

empathy and emotional intelligence, and will allow for greater quality in the therapy
process, including comfort and disclosure. When men have no preference for therapist

gender, they are most often prioritizing other therapist qualities, mainly clinical
competence. Clinicians are encouraged to incorporate these findings in their therapeutic

work with men to optimize therapy engagement and retention.
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APPENDIX A

Recruitment script

Hello!

My name is Dean Malec and I am a counseling psychology doctoral student at Cleveland
State University. I am conducting a research project involving men’s therapy
preferences. I invite all those who identify as men, are at least 18 years of age, speak
English, and identify as American or reside in the US to consider taking this survey. It is
anticipated to take about 13 minutes to complete. You will be compensated $2.00 for
successful completion of the survey. Successful completion is defined more specifically
in the informed consent, located at the survey link.
If you are interested, select the link below to complete the survey. At the end of the
survey, you will receive a code to paste into the box below to receive credit for taking our
survey.

Make sure to leave this window open as you complete the survey. When you are
finished, you will return to this page to paste the code into the box.
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APPENDIX B

Informed consent

My name is Dean Malec. I am a doctoral candidate in counseling psychology at
Cleveland State University. I am requesting your participation in a research study. The
study aims to learn more about men’s therapy preferences.
If you decide to participate in this study, you will be asked to answer some questions
about your experience as a man. You will also be asked about your therapy preferences.
You will answer all questions through an online survey. The total time involved is about
thirteen minutes. To participate, you must be at least 18 years of age. You must speak
English and identify as American or reside in the US. You must also identify as a man.

Risks associated with participation are minimal. You may experience minor
emotional discomfort similar to that in daily living. If you feel any discomfort, you may
contact the primary investigator, Dr. Julia Phillips, at (216) 875-9869 for a referral to
appropriate resources.

As a benefit of participating, you will be compensated exactly $2.00 for your time.
However, there are some conditions in which your work will be rejected and you will NOT
be compensated. If your work is rejected, your approval rating may go down. Therefore,
please read this section carefully. If you do not meet participant criteria, your work will
be rejected and you will not be compensated. Some questions in this survey will also assess
your attention to the task. If you answer one of these questions incorrectly, you will be
alerted. You will be recommended to withdraw from the task so your work is not rejected.
If you continue, your work will be rejected and you will not be compensated.
Participation in this study is voluntary. You may choose not to participate. You
have the right to not answer any question you choose. You may withdraw from this study
at any time without any consequences.
Your responses will be anonymous. Only researchers will have access to the data.
All data will be handled on secure servers and password-protected drives. This data may
be used for publication or presentations. However, there will be no identifiable
information.

Please read the following: “I understand that if I have any questions about my
rights as a research subject, I can contact the Cleveland State University Institutional
Review Board at (216) 687-3630.”
If you have any additional questions, please feel free to contact me at (440) 552
4634 or d.malec@vikes.csuohio.edu. You may also contact the primary investigator, Dr.
Julia Phillips at (216) 875-9869 or j.c.phillips6@csuohio.edu.
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Selecting “I agree” below means that you understand the contents of this document.
You also are at least 18 years of age. You speak English and identify as American or reside
in the US. You also identify as a man. Finally, you voluntarily consent to participate in
this research study. Selecting “I disagree” means you do not wish to continue this study.

□
□

I agree
I disagree
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APPENDIX C

Demographic Questionnaire
1. Age:_______________
2. Sex assigned at birth:

Intersex

Female

Male

3. Gender identity:
Man

Transgender man

Woman

Transgender woman

Non-binary

Other: ____________________
4. Sexual orientation:

Heterosexual

Gay/Lesbian

Other: ____________

Bisexual

5. Marital status:
Single (never married)

Married, or in a domestic partnership

Widowed

Divorced

Separated

6. Race/Ethnicity:
African American or Black

American Indian or Alaska Native

Asian-

American
Hispanic/Latinx-American

Native Hawaiian or Other Pacific Islander

White Multiracial: ______________

Other: ____________________

7. Education:
Less than high school
Bachelor’s degree

High school diploma

Some college

Graduate degree

8. Annual Household Income:_____________________________
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9. Therapy history:
How many sessions of psychotherapy or counseling have you attended in your

life?
10. We’d like to know about the gender identity(ies) of your therapist(s).
Man Woman

□
□
□
□
□
Most recent therapist: □ □

□
Second therapist: □
Third therapist: □
Fourth therapist: □
Fifth therapist: □
First therapist:

Transgender man Transgender woman Non-binary

□
□
□
□
□
□

□
□
□
□
□
□

□
□
□
□
□
□

Please indicate if there are any other therapists with different gender identities that you
have seen in addition to those mentioned above:
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APPENDIX D
Male Role Norms Inventory-Short Form

(This measure is copyrighted but permission was received by the author to use for this

study)

Please complete the questionnaire by circling the number which indicates your level
of agreement or disagreement with each statement. Give only one answer for each
statement.

Disagree

Strongly

Disagree

Strongly

Opinion

Agree

Agree

4

5

No

Disagree
2

1

Slightly Agree

Slightly

3

1. Homosexuals should never marry.
1
2
3
4
5

6

6

7

2. Men should watch football games instead of soap operas.
1

2

3

4

5

6

7

3. All homosexual bars should be closed down.

1

2

3

4

5

6

7

4. A man should prefer watching action movies to reading romantic novels.
1
2
3
4
5
6
7

5. Boys should prefer to play with trucks rather than dolls.
1

2

3

4

5

6

7

5

6

7

Answer “4” for this question
1

2

3

4

13. Homosexuals should never kiss in public.
1

2

3

4

5

6

7

15. A man should never admit when others hurt his feelings.
1

2

3

4

5

6
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7

7

Strongly

Disagree

Disagree

Strongly

Opinion

Agree

Agree

4

5

No

Disagree
2

1

Slightly Agree

Slightly

3

6

16. Men should be detached in emotionally charged situations.
1

2

3

4

5

6

7

21. Men should not be too quick to tell others that they care about them.
1

2

3

4

5

6
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APPENDIX E

Conformity to Masculine Norms Inventory-46

(This measure is copyrighted but permission was received by the author to use for this

study)
The following pages contain a series of statements about how men might think, feel or
behave.
The statements are designed to measure attitudes, beliefs, and behaviors associated with
both traditional and non-traditional masculine gender roles. Thinking about your own
actions, feelings and beliefs, please indicate how much you personally agree or disagree
with each statement by circling SD for "Strongly Disagree", D
for "Disagree", A for
"Agree," or SA for "Strongly agree" to the left of the statement. There are no right or
wrong responses to the statements. You should give the responses that most accurately
describe your personal actions, feelings and beliefs. It is best if you respond with your
first impression when answering.
SD - D - A - SA
SD - D - A - SA
SD - D - A - SA
SD - D - A - SA
SD - D - A - SA
SD - D - A - SA
SD - D - A - SA
SD - D - A - SA
SD - D - A - SA
SD - D - A - SA
SD - D - A - SA
SD - D - A - SA
SD - D - A - SA

5 Being thought of as gay is not a bad thing
13 I bring up my feelings when I talk to others
14 I would be furious if someone thought I was gay
17 It would not bother me at all if someone thought I was gay
18 I never share my feelings
24 It would be awful if people thought I was gay
Answer “Agree” for this question
25 I like to talk about my feelings
32 I tend to keep my feelings to myself
37 I would feel uncomfortable if someone thought I was gay
40 I tend to share my feelings
45 I hate it when people ask me to talk about my feelings
46 I try to avoid being perceived as gay
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APPENDIX F
Gender Role Conflict Scale

(This measure is copyrighted but permission was received by the author to use for this

study)
Instructions: In the space to the left of each sentence below, write the number that most
closely represents the degree that you Agree or Disagree with the statement. There is no
right or wrong answer to each statement; your own reaction is what is asked for.

Strongly

Strongly

Agree

Disagree

6

2.

5

4

3

2

1

I have difficulty telling others I care about them.

3. ____ Verbally expressing my love to another man is difficult for me.
4. ____Strong emotions are difficult for me to understand.

5. ____Affection with other men makes me tense.
6. ____ Expressing feelings makes me feel open to attack by other people.
7. ____ Expressing my emotions to other men is risky.
8. ____ Talking about my feelings during sexual relations is difficult for me.

9. ____ I have difficulty expressing my emotional needs to my partner.
10. ___Men who touch other men make me uncomfortable.

____ Answer “4” for this question
11. ___I have difficulty expressing my tender feelings.
12. ___Hugging other men is difficult for me.
13. ___Telling others of my strong feelings is not part of my sexual behavior.
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Strongly
Agree
6

5

3

4

2

Strongly
Disagree
1

14. ___I often have trouble finding words that describe how I am feeling.

15. ___I am sometimes hesitant to show my affection to men because of how others

might perceive me
16. ____I do not like to show my emotions to other people.
17. ___Telling my partner my feelings about him/her during sex is difficult for me.
18. ___Being very personal with other men makes me feel uncomfortable.
19. ___Men who are overly friendly to me make me wonder about their sexual

preference (men or women).
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APPENDIX G

Presenting concern and therapist preference

Imagine you are seeking therapy for a personal concern that is causing you emotional
distress.

Please indicate below the type of emotional concern you imagined:

Please rate your preference for your therapist’s gender according to the scale below:

1

2

3

4

5

6

7

Strong

Moderate

Slight

No

Slight

Moderate

Strong

preference preference preference preference preference preference preference

for a man

for a man

for a man
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for a

for a

for a

woman

woman

woman

APPENDIX H

Open prompt

Please tell us more about why you indicated this preference or lack of preference.
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APPENDIX I

Debriefing form

Thank you for your time and effort in responding to the previous items.
This project seeks to understand more about men's preferences for therapist gender when
seeking help for an emotional concern. Specifically, this project is investigating whether
various aspects of traditional masculinity are related to this preference. Because men
under-utilize therapy for emotional concerns and attending to clients' therapy preferences
is associated with better therapy outcomes, your participation will help us know more
about serving an underserved group.
Should you have any questions about this study, please contact the primary
investigator, Dr. Julia Phillips at (216) 875-9869 or j.c.phillips6@csuohio.edu. You may
also contact the co-investigator, Dean Malec, at (440) 552-4634 or
d.malec@vikes.csuohio.edu.

If you felt any discomfort as a result of the study, you may contact the primary
investigator, Dr. Julia Phillips, at (216) 875-9869 for a referral to appropriate resources.
Should you have any questions about your rights as a research subject, you may contact
the Cleveland State University Institutional Review Board at (216) 687-3630.

Please select “Next” to access your participation code.
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